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Abstract 
Background: Young peoples’ sexual and reproductive health is a major public health concern 
across the globe. This is especially so in developing countries like Nepal due to poor 
healthcare delivery system as well as harmful traditional socio-cultural values around gender 
roles and norms that remain ingrained in every sphere of private and social life. 
Aims: The aim of this body of research is to examine both gender-power relations amongst 
youth in Nepal and to examine knowledge of sexual and reproductive health (SRH), including 
access and utilisation services. The specific aims include examining the associations between 
socio-demographic factors and knowledge of SRH and uptake of sexual and reproductive 
health services. It also seeks to explore the factors associated with gender equitable norms in 
relation to sexuality and reproductive health.  
Methods: This research used a mixed methods approach, combing both quantitative and 
qualitative methods. For the quantitative research, data obtained from household level cross-
sectional survey among 680 males and 720 females age 15 to 24 years. Qualitative data were 
obtained from 72 participants in eight focus group discussions and 11 in-depth interviews, 
conducted in the five major urban cities in the Kathmandu Valley.   
Results: The quantitative study found that young people’s knowledge about contraception, 
fertility and unwanted pregnancy risk was poor. After adjusting for socio-demographic 
factors, the main predictors of greater SRH knowledge were being single, having a higher 
level of education and sourcing information from radio. Although the vast majority of young 
men and women had heard about modern contraceptive methods, less than half reported 
knowledge of the most reliable long-acting reversible methods. Furthermore, a third of the 
young people interviewed had been sexually active, but 42% of them had not used 
iv 
contraception at the time of first sexual intercourse. With respect to knowledge and 
understanding of sexually transmitted infections, our study demonstrated that youth reported 
significant gaps both in knowledge about Chlamydia, the most common STI, and between 
knowledge and practice. Of all respondents, less than one quarter had ever visited a health 
facility or doctor to seek SRH information or treatment.   
Our study revealed that women face extreme discrimination in spheres such as decision-
making, education and household activities, and their mobility is restricted due to gender-
related socialisation processes and power relations. The gender equitable men scale revealed 
that just over half of young people held moderately gender equitable attitudes, and that males 
expressed more gender equitable views than females. Being male and having at least 
secondary education were the two most important variables influencing attitudes towards 
gender equity. However we found that there was a significant difference between men and 
women in their relationship power with men found to have higher sexual relationship power 
and higher decision-making power than women in relationships. After adjusting for all the 
socio-demographic factors, a significant association was still found between sexual 
relationship power and education level.  
The qualitative findings support the quantitative findings providing rich information regarding 
the influence of gender power relations on youth sexual and reproductive health. Despite 
stringent controls on the mobility and activity of unmarried youth, particularly women, 
opportunities do exist for sexual relationships, sometimes with adverse consequences for 
young people’s health and lives such as early marriage and unwanted pregnancies. 
 
Conclusions: This study highlights knowledge, experience and practice of SRH, the risks 
youth take with their SRH, and service utilisation, with some notable differences between 
v 
young men and women. Gaps in knowledge about fertility, contraception and STIs suggest 
that the information reaching youth is not adequate. There is an urgent need for better 
information to be disseminated through the media, and for improved education at public and 
non-government health facilities. Further large differences between knowledge and practice 
may reflect the lack of confidence in SRH services and the cultural and religious environment 
that restricts open expression of sexual issues, particularly for young women. The expansion 
of youth friendly services that ensure confidentiality has been demonstrated elsewhere to 
improve access and should be a model supported in Nepal. Although we were surprised to 
find that a large proportion of young people held gender-equitable attitudes, there still remains 
considerable gaps especially between men and women relating to negotiating sexual 
relationships and reproductive health. 
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 Chapter 1
Literature Review 
 
  
2 
 Introduction 1.1
This chapter presents a review of the literature in two parts. First presented is information 
relating to Nepalese socio-culture diversity, political and economic history and healthcare 
delivery systems. A discussion relating to the country’s current reproductive health policies 
and sexual and reproductive health (SRH) programs is included. In the second part of the 
review, key concepts underpinning the present study are considered, such as the health status 
of young people in Nepal in general, including access to, and utilisation of, SRH services and 
the effect of gender-power relations on the utilisation of such services. 
 Research Background 1.2
 Nepal and Socio-cultural Diversity 1.2.1
Nepal is a land-locked country situated in South Asia, positioned between the two most 
populous countries of the world, China and India (Figure 1.1). Nepal consists of 147,181 
square kilometres of area (CBS, 2012) and is divided into three geographical regions: the high 
mountain range in the north, which has eight of the world's ten tallest mountains, including 
the highest point on Earth, Mount Everest, the hills in the centre and the southern Tarai plains, 
which are fertile and humid. Nepal’s population comprises over 126 caste/ethnic groups that 
speak over 123 languages (CBS, 2002). The social groups can be broadly divided into four 
main cultural groups, the most populous  being the Hindu caste groups (60%), followed by 
the indigenous or Janajati people (35%), then Muslims (4%) and others (1%)  (Gurung et al., 
2014). The national language, Nepali (alternatively called Khas, Ghorkhali or Parbate), is 
spoken by slightly more than half of the total population and is the lingua franca for 
communication among different language groups and diverse communities.  
3 
 
Figure 1.1 Map of Nepal. 
 
In terms of religion, some 81% of the population are Hindu, 9% are Buddhist, 4% are 
Muslim, 3% are Kirant, one per cent Christian and the rest comprise other religions (CBS, 
2012). Before April 2006, Nepal was the only Hindu country in the world. The current 
government, formed after the 'People’s Movement' of March/April 2006, deemed it a secular 
country (Lawoti and Hangen, 2013). Nevertheless Hindu culture, with its ideas of masculinity 
and femininity, still play a very significant role in Nepalese society (Upreti et al., 2009a, Pant 
et al., 2009). Females possess limited property rights and the family must provide a dowry 
upon a girl's marriage (Karki, 2014). Women are disproportionately more likely to be 
unskilled labourers, and have low economic status within both the family and the community, 
in comparison to men, and to be considered an 'economic burden' rather than a contributor to 
family resources (ADB, 2010). 
The 2011 census documented the population of Nepal to be 26.6 million, with an annual 
average growth of 1.3 per cent. Young people (15 to 24 years of age) constituted one-fifth 
(20%) of the total population in 2011 with a similar proportion of young females and males 
(CBS, 2012). The census revealed that the number of males per 100 females has fallen from 
4 
99.8 in 2001, to 94.2 in 2011, due partly to the migration of men travelling abroad for work 
(CBS, 2012). In addition, life expectancy of women has risen at a faster rate than that of 
men—from 60.7 years in 2001, to 67.9 years in 2011 for women, compared to 60.1 to 65.5 for 
men in the same years (CBS, 2014).  
About 83% of Nepal’s population live in rural areas and depend on subsistence farming for 
their livelihood. There is an increasing trend of people moving to urban areas, with the 2011 
census recording Kathmandu to have the highest decadal population growth (61%) compared 
to all areas of Nepal (15%). The population density in the Kathmandu district was most 
recently recorded as 4416 persons per sq km (CBS, 2012). Youth tend to migrate to urban 
areas in search of employment opportunities, better education and lifestyle (CBS, 2009). It is 
estimated that more than half (55%) of the population of Nepal live below the international 
poverty line, subsisting on less than $1.25 a day, and 78% subsist on less than $2 a day, 
making Nepal one of the world's poorest and least developed countries (World Bank, 2010a, 
World Bank, 2010b). 
Nepal has an adult literacy rate of 66%, with huge variation seen between males (75%) and 
females (57%) (CBS, 2012). The Gender Parity Index (GPI), a socio-economic index that 
measures the relative access to education of males compared to females, is 0.64 for tertiary 
level enrolment (UNESCO, 2011). This is the lowest in the region. In comparison, India has a 
GPI of 0.78. The literacy rate for 15 to 24 year olds in Nepal was 86% in 2008 but present 
improvements in education are expected to see increases in these figures (CBS, 2009).  
 Socio-political and Economical Phenomena 1.2.2
Politically, Nepal was an absolute monarchy until 1990 and has since undergone considerable 
turbulence in its attempts to embrace more open political and economic systems. The new 
Constitution formulated after the establishment of multiparty democracy in 1990 described 
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Nepal as a 'multi-ethnic, multi-lingual, multi-religious, multi-cultural and democratic state' 
and declared all citizens equal (Lawoti and Hangen, 2013). Despite these changes, the country 
soon faced internal armed conflict after the Communist Party of Nepal (Maoist) launched an 
insurgency in 1996 with the aim of overthrowing the Nepalese monarch and establishing a 
'People’s Republic'. It ended in 2006 with the signing of a Comprehensive Peace Accord. 
During 10 years of civil war, Nepal’s rural people endured the brunt of the conflict that 
inflicted considerable physical, psychological, social and economic damage. Over 13,000 
people died and an estimated 200,000 were displaced (Singh, 2006, International Crisis 
Group, 2010).  
Nepal became a secular country with an Interim Constitution established in January 2007. A 
central objective of the government was to reduce poverty and unemployment and establish 
sustainable peace. A Constituent Assembly formed the Federal Democratic Republic of Nepal 
in 2008 but there remain significant challenges for the implementation of laws. There is 
currently a lack of mechanisms to ensure the adequate representation of marginalised groups 
at all levels of decision-making. Human rights violations have increased substantially since 
the escalation of civil conflict in 2000 (Bohara et al., 2006, Nepal and Nepal, 2009). Gender-
based violence, including trafficking into forced labour and forced prostitution, remains 
pervasive and deeply entrenched in Nepalese society (Human Rights Watch, 2005).  
 National Health Service Delivery System 1.2.3
Nepalese people use a mixture of traditional medicine (folk medicine, which relies on a 
medicine man or sharman—a Jhankri), Ayurveda and western medicine. These practices are 
not necessarily mutually exclusive; most people use a combination of all three, depending on 
the type of illness and the availability of services. The Ministry of Health and Population 
(MoHP) is responsible for the delivery of western health services through a network of the 
Department of Health Services (DoHS). The DoHS provides primary health care  services 
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through a network of Primary Health Care/ Health Centers, Health Posts and Sub-Health 
Posts (MoHP, 2010) (Figure 1.2). The first contact point for basic health services is the Sub-
Health Post that supports Female Community Health Volunteers and Primary Health Care 
Outreach clinics. Each level above the Sub-Health Post is a referral point in a network from 
Sub-Health Post to Health Post to Primary Health Care Centre, and to district, zone and 
regional/sub-regional hospitals, and finally to speciality tertiary care centres in Kathmandu. 
This referral hierarchy has been designed to ensure that the majority of the population receive 
publically funded health care for minor ailments in places that are readily accessible to them. 
Inversely, the system works as a supporting mechanism for lower levels by providing 
logistical, financial, supervisory, and technical support from the centre to the periphery. 
Government health facilities provide services, some of which are specifically targeted to a 
particular population group such as childbearing women, children under five, or people who 
are HIV positive (MoHP, 2013).  
There are also private and not-for-profit hospitals and clinics, including those run by non-
government organisations (NGOs). These are situated mainly in the urban areas. Many NGOs 
run health facilities are effective in providing much-needed services for marginalised 
population groups who may engage in high-risk health behaviours and have limited access to 
services (NCASC et al., 2006).  
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Figure 1.2 Health facilities under Ministry of Health and Population, Nepal (Source: DoHS 
Annual Report 2013) 
 
The private-sector services in urban areas are often well managed and resourced but charge 
fees for these services that are quite high and not accessible to those with limited finances, 
including youth and the urban poor (CBS, 2014b, MoHP, 2013). In common with most of the 
developing world, non-government organisations and the private health sector provide a 
significant portion of SRH services (Peters et al., 2004, Hotchkiss et al., 2011, Thapa et al., 
 Tertiary Healthcare 
 Central Hospital (8) 
 Teaching Hospital (10) 
 Regional Hospital (3) 
 Zonal Hospital (10) 
 
Secondary Healthcare 
 Sub-regional Hospital (2) 
 District Public Health Office (16) 
 District Health Office (59) 
 District Hospital (72) 
 
Primary Healthcare (PHC) at 
Village Level
 Primary Healthcare Center/Health 
Center (207) 
 Health Post (1,687) 
 Sub-Health Post (2,127) 
- Female Community Health 
Volunteer (50,007) 
- PHC Outreach Clinic (12,608) 
- EPI Outreach Clinic (16,746) 
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2012b). Whilst these services exist throughout Nepal, they are mainly concentrated in urban 
areas (Thapa, 2004, Thapa et al., 2012a, MoHP Nepal et al., 2012). 
 National Sexual and Reproductive Health Policies and Strategies 1.2.4
Nepal’s health and family planning programs have long embodied many reproductive health 
elements and have promoted concepts such as delaying first pregnancy, birth spacing and 
good antenatal care. Nevertheless, several international meetings (the Program of Action of 
the 1994 International Conference on Population and Development (ICPD) as well as the 
Beijing Declaration, and the Platform of Action of the 1995 Fourth World Conference on 
Women) have influenced policymakers in Nepal to think in terms of an even broader 
approach to reproductive health (Campbell et al., 2003).  These international meetings have 
called for the comprehensive fulfillment of women’s reproductive rights and health, and 
recognised the impact of gender inequality on SRH issues. The first National Reproductive 
Health Strategy in 1998 conceptualised an integrated approach that merged the previously 
vertical programs of 'family planning', 'safe motherhood' and 'child health'. It identified 
adolescents and young people as key components of integrated reproductive health services 
(MoHP, 2000). However the strategy failed to address elements such as reproductive rights 
and gender-based violence. Furthermore there was no guidance about how to modernise 
services and the strategy failed to deliver (Campbell et al., 2003, Pradhan and Strachan, 
2003).  
Sexual and Reproductive health relates directly to the United Nations Millennium 
Development Goals 1, 3, 5, 6 and 8 that concern poverty, gender equality, maternal health, 
combating HIV/AIDS and global partnership, respectively (United Nations, 2014). As Nepal 
began to realise that achieving and sustaining the Millennium Development Goals rested, to a 
considerable extent, on addressing the SRH issues of youth, there have emerged new policy 
directives (United Nations, 2010, MoHP, 2010). The National Adolescent Health and 
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Development Strategy, released in 2000 (MoHP, 2000), aimed to increase the availability of, 
and access to, information on adolescent health; to provide opportunities to build skills among 
adolescents, service providers, and educators; and to increase accessibility and utilisation of 
health and counselling services among adolescents. The strategy specifies some indicators for 
monitoring, including that of age at marriage, use of family planning methods, utilisation of 
antenatal care services, knowledge of sexually transmitted infections (STIs) including HIV 
preventive behaviours and school enrolment/literacy for the adolescent population between 
the ages of 15 to 19 years. However, this strategy has yet to be implemented effectively 
(MoHP, 2013).  
Other policies adopted to improve SRH and rights include revision of the minimum legal age 
at marriage without parental consent to 20 years for both men and women, and to 18 years 
with parental consent. Other laws to combat trafficking, the provision of sex education in 
formal and informal educational institutions, standardisation of national clinical protocols for 
family planning and reproductive health, a National Adolescent Health Program, the 
legalisation of abortion and the establishment of a National Safe Abortion Policy (FWLD, 
2007b, Nepal Law Commission, 2007, MoHP, 2009a). Furthermore, the Second Long Term 
Health Plan and the Nepal Health Sector Program–Implementation Plan (2004–2009) indicate 
the government’s commitment to women’s health and reproductive health through a gender 
equity–oriented, pro-poor, and inclusive approach (MoHP, 2009b).  
The actual implementation of all these policies for the empowerment of women and youth 
remains a struggle for government and development agencies, despite the government 
outlining the gaps in information and the priority areas for research (Campbell et al., 2003). 
The National Reproductive Health Research Strategy, developed in 1998, recognised that a 
requirement of success is improved availability and accessibility of SRH information 
specifically geared to youth. Despite this, little or no effort was seen on the part of the 
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Ministry of Health and Population to involve other ministries in the planning and delivery of 
programs, such as the Ministry of Youth and Sport, the Ministry of Women and Child 
Welfare, or the Ministry of Education. Therefore, various policy components remain 
fragmented.   
Despite espoused political goodwill, adolescent and youth health has not received the focus it 
requires, which is substantiated by the weak enactment of the National Adolescent Health and 
Development Strategy and the lack of standards or guidelines on adolescent and youth-
friendly services (GoN and United Nations Country Team of Nepal, 2010). The key 
remaining barriers to the implementation of youth and women’s strategies include the cultural 
milieu, and the patriarchal structures and ideology that limit women’s and young peoples’ 
access to reproductive and other health services. 
 Dimension of SRH 1.3
SRH comprises both 'sexual health' and 'reproductive health'. These terms are often 
misunderstood and confused with the concept of 'reducing population growth'. There is no 
single agreed definition of 'SRH' and the World Health Organisation has offered two separate 
definitions. The WHO (2006) defines sexual health and reproductive health as: 
Sexual health is a state of physical, emotional, mental and social well-being in relation to 
sexuality; it is not merely the absence of disease, dysfunction or infirmity. Sexual health requires 
a positive and respectful approach to sexuality and sexual relationships, as well as the possibility 
of having pleasurable and safe sexual experiences, free of coercion, discrimination and violence. 
For sexual health to be attained and maintained, the sexual rights of all persons must be 
respected, protected and fulfilled.  
Reproductive health is a state of complete physical, mental and social wellbeing and not merely 
the absence of disease or infirmity, in all matters relating to the reproductive system and to its 
functions and processes. Reproductive health therefore implies that people are able to have a 
satisfying and safe sex life and that they have the capacity to reproduce and the freedom to 
decide if, when and how often to do so. Implicit in this last condition are the right of men and 
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women to be informed and to have access to safe, effective, affordable and acceptable methods 
of family planning of their choice, as well as other methods of their choice for regulation of 
fertility which are not against the law, and the right of access to appropriate health-care services 
that will enable women to go safely through pregnancy and childbirth and provide couples with 
the best chance of having a healthy infant. 
This second definition is now the internationally accepted one for 'reproductive health' as it 
incorporates sexual health (responsible, satisfying and safe sex-life), reproductive freedom 
(access to information, methods and services) and safe motherhood (safe pregnancy, 
childbirth and healthy children). 
SRH problems are the principal cause of women’s ill-health and death worldwide. Although 
SRH is of concern for both men and women, women are most adversely affected; while 20% 
of the global burden of reproductive ill-health is borne by women, 14% is borne by men 
(WHO, 2004). Biologically, women and men have different susceptibilities to SRH issues. 
However, socio-cultural factors can significantly magnify this vulnerability through gender 
specific roles and behaviours that are socially condoned as well as through access (or lack of 
access) to resources, and also as a result of differential treatment of men and women in the 
social and legal systems (Cottingham and Ravindran, 2008, Skolnik, 2009, WHO, 2010). 
SRH status depends heavily on income and gender, therefore, addressing these social issues 
becomes a matter of social justice and equity in a society (UNFPA, 2007, WHO, 2007a, 
WHO, 2010). 
A recent study found that unsafe sex (5%) and lack of contraception (2%) were the second 
and third most important contributions to disability-adjusted life-years (DALYs) in the 15 to 
24 year age group globally, with alcohol use (8%) being the major contributor (Gore et al. 
2011). The complications of pregnancy and childbirth—many of which are treatable—that are 
commonly found in developing countries such as Nepal contribute to high rates of maternal 
and infant mortality globally (Glasier et al., 2006). The UN Millennium Project (2006) 
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highlighted the differences in reproductive health status between the rich and the poor—both 
between and within countries—and these differences are larger than in any other area of 
health care. 
The definition of reproductive health developed at the International Conference on Population 
and Development (ICPD) in 1994 also pointed to the central importance of human sexual 
relationships, but that they often represent an unequal exchange between women and men 
(WHO, 2006). This inequality, rooted in society’s view of what a man or a woman should be 
(termed gender), plays a critical role, alongside cultural issues, in women’s and men’s SRH 
(Pulerwitz and Dworkin, 2006, Shaw, 2006). 'Gender' can be defined as the socially 
constructed roles, rights, responsibilities, and obligations that a particular society considers 
appropriate for women and men. These roles are embedded in society’s social, cultural, 
economic and political systems (Torgrimson and Minson, 2005). SRH is not only culturally 
specific, but also gender-specific (WHO, 2010). As such, decisions relating to sexuality, 
fertility, reproduction, and health are often determined by a range of gender-specific factors, 
such as relations of power and control within marriage, households, and kin groups; the 
economic and symbolic value of fertility as well as women's positions in the paid workforce 
and access to childcare resources (Price and Hawkins, 2007) .These factors operate within the 
norms and values that govern how women and men should behave and all have a substantial 
impact on SRH (Cottingham and Ravindran, 2008, WHO, 2010).  
 Social and Cultural Norms 1.4
A number of the social and cultural norms in Nepal combine to discourage advances in youth 
SRH (Morgan and Niraula, 1995, Chapagain, 2005, Chapagain, 2006, Nanda et al., 2012, 
UNDP, 2014b). While strong disapproval of premarital sexual activity among girls may 
reduce SRH harm to some, many customs such as early marriage and childbearing, 
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undervaluing girls’ education and sexual harassment and abuse of young boys and girls within 
and outside the home are very harmful societal 'norms' (UNDP, 2014b). Child marriage, 
dowry related violence, forced sex, traditional rigid forms of masculinity, polygamy, strong 
son-preference, and gender-based violence continue to exist in Nepalese society (Nanda et al., 
2012).  
These socio-cultural factors can influence youth views on sexuality, their access to 
information and health services, and hence adversely affect their reproductive health and well-
being, as well as limiting their ability to protect themselves against unintended pregnancy 
and/or STIs (Mathur et al., 2004, Ghimire and Teijlingen, 2009, Hussain and Khan, 2008, 
Gubhaju and Matthews, 2009). Discussion of sexual matters is generally a taboo topic and 
leaving youth unable to talk openly to their parents or elders about sex and sexuality (Giri, 
2008). Most parents continue to prefer early marriage for their daughters and late marriage for 
their sons, and expect their married children to have their first child within a couple of years 
of marriage (Choe et al., 2005, Pradhan and Strachan, 2003, Pokharel, 2008, Puri and Cleland, 
2006). Young people are discouraged from engaging in premarital sex because of parental 
expectations, as well as for fear of pregnancy and rejection by society (Nanda et al., 2012).  
The degree to which men and women are able to control the various aspects of their SRH 
lives, for instance, the ability to negotiate the timing of sex, the conditions under which it 
takes place, and the use of contraceptives, plays a critical role in determining their 
vulnerability to infections and unintended pregnancies (Jayaraman et al., 2009, Gubhaju and 
Matthews, 2009). Studies have shown that young people in Nepal engage in sexual relations 
before marriage, but a lack of information and openness exposes them to greater sexual health 
risk (Puri et al., 2010a, Pokharel, 2008). Young married women risk contracting Sexually 
Transmitted Infections (STIs), because they often marry older men who have had prior sexual 
relationships and who may have more than one sexual partner after marriage (MoHP Nepal et 
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al., 2007, Puri and Tamang, 2008). In Nepal women are generally denied the right to make 
decisions concerning their sexuality and reproduction (Mathur et al., 2004, WaterAid, 2009, 
Ghimire, 2011). Thus, both social factors (socioeconomic status, interpersonal relationships, 
and gender norms) and cultural factors (values and beliefs) play a role in access to SRH 
knowledge, and influence the ability of individuals to act in the best interests of their SRH. To 
improve SRH, there needs to be recognition of the inter-relatedness of social and cultural 
factors, as well as the factors themselves (Roberts et al., 2005, Pulerwitz et al., 2010, Blanc, 
2001, UNFPA, 2011, Bearinger et al., 2007).  
 SRH Status of Nepalese Youth 1.5
The United Nations has defined 'youth' as 'a person between the age of 15 and 24 years' 
(UNDESA, 2008). This definition is further classified into periods of 'late adolescent' (15 to 
19 years) and 'young adult' (20 to 24 years). Thus, 'youth' constitutes nearly one-fifth (20%) 
of Nepal’s population, this group largely residing in urban areas (Suvedi and Thapa, 2014). 
Around the world, poor SRH outcomes, often associated with poverty, are rooted in the 
adolescent years, when many become sexually active (UNFPA, 2007, UNFPA, 2010, 
UNFPA, 2012a, Cortez et al., 2015, Bajracharya and Amin, 2010). In Nepal young people 
continue to be exposed to societal pressure to marry and reproduce early (see Table 1.1) 
(MoHP Nepal et al., 2012, MoHP Nepal, 2012, Khatiwada et al., 2013). Adolescent 
pregnancy rates are the highest in the region at 81 per 1000 births in women aged 16-19 and 
17% of Nepalese women aged 15 to 19 years have already experienced pregnancy (Khatiwada 
et al., 2013, World Bank, 2014, Acharya et al., 2010b). Secondly, the use of SRH services by 
youth is far from universal. Indeed, even among the married youth, who are clearly included 
in policies and programs, access to services is limited and a significant proportion of young 
married women neither access contraceptive services nor pregnancy related care (Khatiwada 
et al., 2013). Knowledge and application of SRH information remains poor among Nepalese 
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youth (Mathur et al., 2004, WaterAid, 2009, Adhikari et al., 2007). Despite receiving SRH 
education in school, studies have found that youth have little understanding of reproductive 
functioning and problems; that their practices in this area are often sub-optimal and that their 
perceptions are heavily influenced by socio-cultural beliefs and symbolisms (Adhikari et al., 
2007, WaterAid, 2009). Young men and women are aware of the importance of condom use 
and where to obtain them, but use them infrequently, so exposing themselves to risks of STIs 
and pregnancy (MoHP Nepal et al., 2007). Similarly, a study conducted by the Family 
Planning Association of Nepal showed that though nearly one-third (33%) of young people 
were aware of STIs, an in-depth understanding of the mode of transmission and prevention 
was lacking (FPAN, 2005).  
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Table 1.1 SRH profiles of young people in Nepal 
Indicator Percentage 
Marriage (2007-2011) 
Female aged 15-24 married by age 15
1
 
Female aged 20-24 married by age 18
1
 
Female aged 20-24 married by age 20
1
 
Male aged 15-24 married by age 15
1
 
Male aged 20-24 married by age 18
1
 
Male aged 20-24 married by age 20
1 
Age at first marriage for women aged 20-49
2  
(Median years) 
Age at first marriage for men aged 25-49
2 
(Median years) 
 
7.3 
40.7 
59.8 
0.0 
11.1 
23.7 
17.8 
21.6 
Pregnancy and childbirth 
Adolescent who have begun childbearing
2 
Adolescent fertility rate
1
 
Age at first birth for women aged 25-49
2
 (Median years) 
Total fertility rate among women aged 15-49
2
 
 
16.7 
81.0 
20.2 
2.6 
Contraceptive use and unmet need 
Currently married women aged 15-24 currently using a modern method of contraception
2 
Married young women aged 15-24 expressing an unmet need for contraception
1 
Married young women aged 15-19 expressing demand for contraception
2 
Married young women aged 20-24 expressing demand for contraception
2 
 
20.9 
38.3 
59.4 
67.4 
Maternal health seeking  
Married women aged 15-24 who had antenatal 4th visits by skilled provider
1 
Married women aged 15-24 who delivered at a health facility
1 
Married women less than 20 years who had assisted birth by skilled birth attendant
2
 
Married women less than 20 years did not go for postnatal check-up
2 
 
55.0 
41.1 
42.1 
50.1 
Awareness and use of Contraception
 
 
Women aged 15-24 who had prior knowledge contraceptive method used at the time of first 
sexual intercourse
3
 
 
Men aged 15-24 who had prior knowledge contraceptive method used at the time of first sexual 
intercourse
3
 
Women aged 15-24 who had comprehensive knowledge about HIV/AIDS
1
 
Men aged 15-24 who had comprehensive knowledge about HIV/AIDS
1 
 
41.2 
 
67.1 
 
25.8 
33.9 
Sexual Behaviour and Condom Use (2007-2011)
  
Women aged 15-24 ever had sexual intercourse
1
  
Men aged 15-24 ever had sexual intercourse
1 
Men aged 15-24 who had sexual intercourse before age 15
1 
Women aged 15-24 who had used condoms during their first sexual encounter
2 
Men aged 15-24 who had used condoms during their first sexual encounter
2
 
Women aged 15-24 who had sexual intercourse before age 18
2 
Men aged 15-24 who had sexual intercourse before age 18
2
 
Never married men aged 15-24 who had premarital sexual intercourse in the past 12 months
2 
Men aged 15-24 who had high-risk sexual intercourse in the past 12 months
2
  
Men aged 15-24 who used condom during last sexual intercourse in the last 12 months
1
 
 
51.0 
40.1 
3.1 
5.3 
25.7 
47.0 
27.0 
8.2 
19.6 
36.0 
Sources:
 1
Khatiwada et al 2013; 
2
NDHS 2011; 
3
Nepal Adolescents and Youth Survey 2010/2011
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While evidence on sexual risk-taking is not available at the national level, a synthesis of small 
(and admittedly unrepresentative studies), undertaken in different geographical settings and 
among different subpopulations of youth, suggests that 15% to 39% of young men and fewer 
than 10% of young women have experienced premarital sexual relations, mostly unprotected 
(Puri, 2002, Puri and Cleland, 2006, Adhikari et al., 2007, Adhikari and Tamang, 2009). 
Adolescent pregnancy and motherhood is a major social and health issue in Nepal (Choe et 
al., 2004, UNFPA, 2012b). Early teenage pregnancy and childbearing can cause severe health 
problems for both mother and child. Early motherhood can reduce the educational and 
employment opportunities of girls and is associated with higher levels of fertility (UNFPA, 
2013). According to the 2011 Nepal Demographic Health Survey, nearly one-quarter of 
Nepalese women have given birth before reaching age 18, while almost half have had a birth 
by 20 years of age. Studies have found that there is a positive relationship between 
educational attainment and median age at first birth, but the impact of education is more 
obvious at secondary and higher level of education (Adhikari, 2010, MoHP Nepal et al., 2007, 
Bajracharya and Amin, 2010, Gubhaju, 2009).  
Youth are the most in need of unbiased, accurate information because they do not yet have a 
mature sense of the hazards involved or an appreciation for the long-term implications of their 
relationships and early pregnancy (Adhikari and Tamang, 2010, Puri, 2002, Simkhada et al., 
2010, Regmi et al., 2010d). Nepalese youth are afraid and embarrassed to talk about sex, 
including with their sexual partners, because talking about sex and sexuality is a social taboo. 
They fear being seen as promiscuous, and unmarried couples are reluctant to discuss 
contraceptive use which is discouraged by social norms and values. The purchase of 
contraceptives in pharmacies is thus limited due to feelings of discomfort and fear of 
stigmatisation (Regmi et al., 2010d, Dahal et al., 2005).  
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Lack of power leaves adolescent girls vulnerable to sexual coercion (Regmi et al., 2010b, Puri 
and Cleland, 2007, Puri et al., 2010b). Similarly, women who marry and have children in 
adolescence face greater risk of SRH problems such as unintended or poorly timed 
pregnancies, sexual coercion and violence, as well as increased maternal mortality and 
morbidity (Puri and Tamang, 2008, Tamang et al., 2001, Bhadra, 2001, Bhadra and Shah, 
2007). Adolescent girls may be at higher risk from STIs when compared to boys because they 
reach puberty earlier, more often have older partners, and are physiologically more vulnerable 
to infection (WHO, 2010, WHO, 2011, WHO, 2012b, 2012c).  
 Marriage and Fertility 1.5.1
According to the Hindu tradition, marriage is essential for all Nepalese men and women. It 
signifies the beginning of socially-sanctioned sexual-relations and childbearing (Aryal and 
Adhikary, 2003). Early and universal marriage has traditionally been the norm of Nepalese 
culture, although the practice of delayed marriage appears to be on the increase (Choe et al., 
2004, UNFPA, 2012b, Khatiwada et al., 2013). Both males and females, but especially 
females, in Nepal have little freedom of marital choice or in pregnancy planning. Early 
marriage is common among those who are poor, not well educated, and those who practice 
traditional customs and rituals (International Centre for Research on Women, 2003, Mathur et 
al., 2004, Adhikari, 2010). Most married youth are pressured by their family and community 
to have their first child as soon as possible after marriage. Son-preference, to a varying 
degree, is prevalent among almost all Nepalese families (Jayaraman et al., 2009, Adhikari, 
2010, Brunson, 2010).  
For the majority of youth in Nepal, the experience of sexuality and reproductive health 
concerns occurs within, rather than outside, of marriage (Adhikari and Tamang, 2009, Puri et 
al., 2010b). Although the average age of marriage for women has increased slightly over the 
last 15 years, from 16.5 in 1996 to 17.8 in 2011, in 2011 nearly 42% of females and 11% of 
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males were already married by the age of 18 years, and 60% of females and 24% of males 
respectively were married by 20 years (Khatiwada et al., 2013). The legal minimum age of 
marriage for both women and men with parental consent is 18 years, but in rural areas of 
Nepal, and within some ethnic groups, cultural expectations carry more weight than national 
laws (Development Resource Centre, 2009). Families feel financial pressure to have their 
daughters marry when they are young, because the dowry they must pay increases with the 
girl’s age (Choe et al., 2005). In Nepalese society, young girls do not have any say as to 
when, and to whom, they are married. Educated youth and those who are financially well off 
tend to marry later (MoHP Nepal, 2012, Khatiwada et al., 2013).  
Although law prohibits polygamy, the 2001 Census showed that nearly six percent of 
Nepalese males are living with more than one spouse (Gurung, 2014). Similarly, the 2011 
Nepal Demographic Health Survey revealed that about 4% of currently married Nepalese 
women aged 15 to 49 years live with co-wives, and that polygamy prevalence is highest 
among the urban least educated and poor (MoHP Nepal et al., 2012). Even young women are 
found in polygyny unions, with two percent of women aged 20 to 24, and under 1% of 
women aged 15 to 19 years in such relationships (MoHP Nepal et al., 2012).  
 Sexual Activity 1.5.2
It is generally acknowledged that a significant proportion of Nepalese youth experience risky 
or unwanted sexual activity; do not receive prompt or appropriate care for abnormal sexual 
related symptoms, and experience adverse reproductive health outcomes (Puri, 2002, Mathur 
et al., 2004, Puri and Busza, 2004, NCASC and Project, 2009). Research suggests that 
premarital sex is more common among young Nepalese men than it is for women. For 
instance, according to the 2011 Nepal Demographic and Health Survey conducted by the 
Ministry of Health and Population, there is a gap between the median age of first sexual 
intercourse (20.5 years) and the median age of first marriage (21.6 years) among Nepalese 
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men aged 25 to 49 years, whereas this gap is much narrower for women from the same age 
group as most women are married before first sex (MoHP Nepal et al., 2012). Supporting this 
is self-reported data that indicates that 99% of Nepalese women, compared to 78% of men, 
between the ages of 15 to 24 years denied engaging in sexual intercourse prior to marriage 
(MoHP Nepal et al., 2012). In urban areas the rates of pre-marital sex appear to be higher. A 
study  conducted in the Kathmandu valley among young unmarried migrant factory workers 
aged 14 to 19 found that more than one in five boys and one in eight females had experienced 
sex. Similarly, a study among young factory workers in Kathmandu revealed that 20% of 
unmarried males and 12% of unmarried females aged 14 to 19 years were sexually 
experienced with penetrative sex (Tamang et al., 2001). Interestingly, the mean age for first 
sexual experience was the same for both males and females (15 years).  
Several studies have pointed to the fact that youth sexual activity is frequently not safe. 
Practices such as sex with commercial sex workers, multiple sex-partners, and inconsistent 
use of condoms with non-regular partners were common among these students and less than 
two in five male students (57%) had used a condom during first sexual intercourse (Adhikari 
and Tamang, 2009). In a study of young people in an urban factory, both married and 
unmarried sexually active youth reported having multiple sexual partners with over one in 
five males and one in twenty females having had sex with a non-regular partner in the past 12 
months (Puri and Cleland, 2006). This research suggests that Nepalese youth are having sex 
but are extremely vulnerable to contracting STIs, as well as experiencing unintended 
pregnancies (Regmi et al., 2010b, Ghimire, 2011). However, studies have reported that the 
vast majority of young Nepalese people having sexual experiences did not generally perceive 
themselves be at risk of acquiring infections (Puri, 2002). Puri and Busza (2004) reported that 
most young people did not perceive themselves likely to contract HIV or other STIs, even if 
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they had unprotected sex with non-regular partners because of a lack of knowledge about 
infections and unintended pregnancy.  
Nepalese youth, particularly females, are also susceptible to coercive sexual relationships. 
Puri and Cleland (2007) found that one in ten women aged 14 to 19 in the Kathmandu valley 
had experienced sexual harassment or coercion. Similarly the recent Nepal Demographic and 
Health Survey (2012) revealed that 29% women aged 15 to 49 years who had ever had sex, 
had experienced a forced sexual initiation. Of these the majority (46%) reported that they 
were under 15 years of age at the time of the forced sex, and another 29% were 15 to 19 years 
old (MoHP Nepal et al., 2012). Ghimire (2011) reported that sexual relations between young 
women and older, wealthier men are common in Nepalese society with young women having 
sexual intercourse with older men in exchange for economic gains. In addition to coercion 
based on the economic power of men, young women are sometimes forced to have sexual 
intercourse by a person with authority over them (Puri and Cleland, 2007, Adhikari and 
Tamang, 2010, Ghimire, 2011). In these circumstances women may feel powerless to 
negotiate safe sex practices, and are thus more vulnerable to negative health outcomes 
(Pulerwitz et al., 2000, Blanc, 2001, Population Council, 2001, Pulerwitz et al., 2002). 
Among the 208 sexually active girls in the study by Puri and Busza (2004) just over one 
quarter (26%) reported having experienced an unintended pregnancy, and six of these girls 
consequently sought an illegal abortion.   
 Accessibility and Utilisation of SRH services 1.5.3
Availability, accessibility and utilisation of SRH services in Nepal are very poor and are a 
challenging area of health service delivery (NCASC et al., 2006, Suvedi et al., 2009). Great 
disparities and impediments in access and resources exist between the country's seventy-five 
districts. Various factors account for this, such as geographic terrain and remoteness, socio-
cultural traditions, gender relations, stigma, resource constraints and low health-sector and 
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infrastructure development (Campbell et al., 2003, Regmi, 2009, Simkhada et al., 2008, 
Lekhak and Budhathoki, 2010, Adhikari, 2010).  
In Nepal, SRH services such as contraception, maternal health care, and sexually transmitted 
infection treatment and management are provided free through the government health service 
networks. They are mainly targeted to married couples, and are rural focused. These services 
are provided through sub health posts (98%), health posts with Auxiliary Nurse-Midwives 
(92%), primary health centers with nurses and delivery beds (85%), and district hospitals with 
medical doctors (89%) (MoHP, 2013). There is one stand-alone maternity hospital in 
Kathmandu, namely the 'Paropakar Maternity and Women's Hospital'. This facility has four 
hundred and fifteen beds and provides services relating to reproductive health including 
antenatal care, delivery and postnatal care. However, there are no specialist clinics that focus 
on services for young people in urban areas like the Kathmandu valley. Other SRH services 
for youth are provided in Nepal by non-government organisations  through clinics in selected 
districts (GoN, 2010). Seventy per cent of modern contraception procedures, including 
sterilisations, are supplied by the public sector and are mostly free of charge, with private 
providers supplying the remaining 30% of these services. In contrast two-thirds of condoms 
supplied come via the non-government sector including pharmacies (MoHP, 2013, NCASC, 
2011, MoHP Nepal et al., 2012).  
Though various non-government organisations are engaged in information, education, and 
communication, as well as advocacy and service provision for young people throughout the 
country, their activities are delivered in a fragmented manner. A national program, as per the 
'Implementation Guide', is lacking. Owing to this, major gaps exist in the delivery, 
information, education, and provision of reproductive health services for young people in 
Nepal (Pradhan and Strachan, 2003). Youth in Nepal rely mainly upon government health 
clinics to receive SRH related information and services. Whilst services offered by private 
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clinics are increasing, these services are not affordable to all (MoHP, 2013). Current practices 
show that most health clinics are not open out of hours and so young people need to be absent 
from their schools or colleges if they require some sort of sexual health information or 
service. The opening of sexual health clinics during weekends and holidays for school-going 
adolescents and young people would potentially improve access. In recent years, with the 
support of some developmental aid agencies, specialised adolescent clinics have been 
established in a few government hospitals in rural districts in order to better cater to youth 
needs (Development Resource Centre, 2009). This has not occurred in the urban areas where 
there remains a lack of youth friendly services (Regmi et al., 2010d).  
 Sexual Reproductive Health Education 1.5.4
Evidence-based sexual and reproductive education is crucial to promoting healthy sexual and 
reproductive life (Kim and Free, 2008, Stanger-Hall and Hall, 2011, Tolli, 2012, Kennedy et 
al., 2013, Das, 2014). This was acknowledged at the ICPD conference and many developing 
countries undertook to impart SRH knowledge to young people through school-based sex 
education (Boonstra, 2011, Stanger-Hall and Hall, 2011, Marques and Ressa, 2013, Das, 
2014). Some of these programs have been found to delay the onset of intercourse, reduce the 
frequency of intercourse, decrease the number of partners, and increase condom or other 
contraceptive use (Kirby et al., 2007). Importantly, there is good evidence that formal sexual 
and reproductive health education is not associated with increased sexual behaviour (Kirby et 
al., 2007, Kirby et al., 2005, Kirby et al., 2006). 
However in Nepal, comprehensive sex education in schools is still lacking, due at least in part 
to socio-cultural taboos surrounding sexual matters.  Many teachers are not well trained in the 
subject and do not feel comfortable in teaching SRH (Stone et al., 2003, Adhikari et al., 2007, 
WaterAid, 2009). This was confirmed in a study by Pokharel and colleagues (2006) who 
found that Nepalese adolescents did not appear to be getting the information they needed from 
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their teachers because many of the teachers did not want to deal with sensitive topics and 
feared censure by their colleagues and society. Other limitations that have been recognised 
include a lack of a human rights-based approach in teaching and learning methods, 
inappropriate teaching aids, and an absence of evaluation of sex education programs (Acharya 
et al., 2009).  
Sharma and Uprety (2012) evaluated the school-based sex education curriculum of Nepal and 
found a number of gaps. They noted that the curriculum is not age-appropriate, it is 
introduced too late in the school years, and is not comprehensively commensurate to the 
curiosity of the students. The authors argued that by the time the key SRH issues are taught in 
year ten students have already learnt about the key issues through other sources and 
potentially have acquired misunderstandings (Sharma and Uprety, 2012). Indeed in surveys of 
youth many rely on electronic media, particularly radio and television as their source of SRH 
information (Thapa and Mishra, 2003, Regmi et al., 2008, MoHP Nepal, 2012). A nation-
wide study among Nepalese young people showed that the majority of young people in Nepal 
received SRH information, primarily contraception and HIV/AIDS information from the 
radio, their teachers, television and friends respectively (MoHP Nepal, 2012).  
In order to improve the current practice of sex and sexual health education in Nepalese 
schools Acharya and colleagues (2009) suggested that several factors that would improve 
delivery and include implementation of peer education programs, school partnerships with 
parents, involvement of external agencies and health professionals, capacity building of 
teachers, access to support services, and research and evaluation of school based sex 
education.  
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 Contraception Use 1.5.5
Lack of contraceptive use is a major contributor to the high rates of unintended pregnancies 
amongst youth (Puri et al., 2007). Evidence shows that Nepal has a fairly high adolescent 
fertility rate and low use of contraception (Puri, 2002, MoHP Nepal et al., 2012, Development 
Resource Centre, 2009). According to the Nepal Demographic Health Survey (NDHS) in 
2011, the current use of a modern contraceptive method for young women aged 15 to 19 years 
was 14% and 24% among women aged 20 to 24. This rate has changed little since 2006 
(Figure 1.3). 
 
Figure 1.3 Current use of modern contraceptives among currently married adolescent and 
young women, by age group, NDHS 1996-2011 (Source: Khatiwada et al., 2013). 
 
Of the modern methods used, the youth survey of the NDHS found that among married 
women aged 15 to 24, injectable contraception (35%) was the most commonly used method, 
followed by condoms (27%) and the hormone pill (17%). The unmet need for contraception 
has increased by about four per cent from 2006 to 2011 (Khatiwada et al., 2013) and in  2011 
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the total unmet need was 38% of currently married young Nepalese women (Aryal et al., 
2008). 
 
Figure 1.4 Use of modern methods of contraception as reported by married women aged 16-24 
in the 2011 NDHS. (Source: Khatiwada et al., 2013) 
 
Information about contraception use amongst unmarried Nepalese youth comes from smaller 
surveys that have generally reported low levels of contraceptive use among sexually active 
unmarried adolescents. Research into condom use in a group of students revealed that less 
than half (48%) had used condoms at first sexual intercourse (Adhikari, 2010). A study 
among young men in the border towns of Nepal  found that less than 65% of unmarried men 
aged 18 to 24 years ever used a condom during sexual intercourse with their non-regular 
sexual partners, including commercial sex workers (Tamang et al., 2001). 
This inconsistent use may reflect the documented perception that young Nepalese workers 
feel they are able to accurately judge the risk of getting a STI from a partner (Tamang et al., 
2001) but is also likely to be related to short supply  of condoms in Nepal (Wasti et al., 2009, 
NCASC, 2011, Bohara, 2014). Although 96% of young men and 85% of women in Nepal 
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responded that they knew where to source condoms, only half of them said they would be 
able to get them if they wanted to (MoHP Nepal et al., 2012). In the rural districts, condoms 
are not often available at government out-patient department STI clinics, and poor distribution 
of condoms within hospitals occurs (Wasti et al., 2009). Condoms tend to be available in 
family planning clinics as a contraceptive but are not promoted for STI prevention and 
obtaining them through other facilities can be challenging (NCASC et al., 2006). 
Mathur and co-workers  (2004) considered that the three most critical barriers to contraceptive 
use among young Nepalese people were, firstly, lack of information and access to 
contraceptives, secondly, the social norms that encourage early child-bearing, and finally, 
personal preferences and experiences with contraceptives. In addition to a lack of well-
informed peers, judgmental attitudes among service providers and their lack of in-depth 
information on SRH issues were highlighted as key obstacles preventing young people’s 
access to SRH information and services. A study in the Kathmandu valley among sexually 
active college students (Adhikari, 2010) found that the incidence of condom use during first 
experience of intercourse was positively associated with age over 16 at first sex, permanent 
residence outside the Kathmandu valley, sex with boyfriend/girlfriends and commercial sex 
workers, and those that had a higher exposure to the media. However, there was no significant 
association found between condom use at first sexual experience and education status of the 
students (Adhikari, 2010).     
Men’s involvement in, and perceptions of, contraception remains poor and their interest 
appears to have decreased with time (Gubhaju, 2009). In 2006, about one in ten Nepalese 
young men (11%) believed that contraception was a woman’s business alone, and 17% of 
men believed that women who use contraception may become promiscuous (MoHP Nepal et 
al., 2007). In 2011 these figures had increased to 13% and 20% of respectively (MoHP Nepal 
et al., 2012). Whilst discussion between married couples regarding contraceptive use is not a 
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precondition for the adoption of contraception, the absence of this conversation may be an 
impediment to use (Bawah, 2002, Sharan and Valente, 2002, Klomegah, 2006, Kulczycki, 
2008, Yue et al., 2010). Inter-spousal communication is an important intermediate step along 
the path to the eventual adoption, continued and sustained use of contraceptives. Lack of 
spousal discussion may reflect either a lack of personal interest, hostility to the subject or 
customary Nepalese reticence in talking about sex related matters (Sharan and Valente, 2002, 
Chapagain, 2005).  
Chapagain (2005) explored relationships between male preferences for contraceptive use and 
the prevalence of female use of contraceptive methods, in a study focused largely on power 
dynamics, and concluded that joint decision-making and contraceptive use could be increased 
through women's empowerment.  Aryal and co-workers (2008) raised the point that focusing 
on men, as well as women, is crucial to meeting unmet contraceptive needs. In addition, 
barriers to contraceptive use need to be understood and addressed effectively, and the 
government and other stakeholders working in population and health sectors need to initiate 
appropriate strategies for program strengthening. Reducing the unmet need for contraception 
is important in achieving both demographic goals and enhancing individual rights (Cleland et 
al., 2012, Cleland et al., 2014). 
 Maternal Health Care 1.5.6
Pregnancy and motherhood in adolescents and young women remains a major social and 
health issue in Nepal (GoN and United Nations Country Team of Nepal, 2010). Generally, 
utilization of maternal health care in Nepal is poor, but it is particularly low for those mothers 
under 20 years of age. As previously mentioned, NDHS 2011 revealed that only two-thirds 
(63%) of young mothers (younger than 20 years) received antenatal care from skilled 
providers (doctors, nurse/auxiliary nurse-midwife) and less than half (41%) of them delivered 
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in a health facility. Furthermore, only 42% of young mothers gave birth with the assistance of 
a skilled health professional (doctor, nurse, or auxiliary nurse-midwife).  
A study conducted in eight districts of Nepal revealed that maternal mortality in women aged 
under 20 years was considerably higher (297 per 100,000 live births) than that of women 
giving birth in the 20 to 24 year age group (119 per 100,000 live births) (Suvedi et al., 2009). 
This study also indicated that suicide, rather than labour and delivery complications, is the 
single leading cause of maternal death, and accounts for 21% of deaths of young women aged 
18 years or less and other key contributing factors include relationship, marriage and family 
issues (Suvedi et al., 2009).  
 Sexually Transmitted Infections (STIs) 1.5.7
STIs are among the most common of the health issues seen in young adult males (15 to 24 
years of age) in resource-poor settings, and the second most common health issue in young 
adult women (Da Ros and Da Silva Schmitt, 2008). In Nepal, STIs constitute a major health 
concern, contributing to morbidity and mortality, as well as the transmission of HIV (NCASC 
et al., 2006, NCASC, 2009). Prevention and control of STIs is an integral part of 
comprehensive SRH services. In addition, STIs are proven co-factors that increase the risk of 
HIV transmission (NCASC et al., 2006) and the presence of an untreated inflammatory or 
ulcerative STI increases the risk of HIV transmission (Da Ros and Da Silva Schmitt, 2008, 
WHO, 2007b).  
Nationwide, STI data are scarce and non-specific but it is estimated that around 200,000 cases 
of STIs occur annually in Nepal (NCASC et al., 2006). According to the Annual Report of the 
Department of Health Services (2012/2013) a total of 45,892 STIs and 3,243 HIV/AIDS cases 
were reported out of 24,053,836 outpatient new visit cases (MoHP, 2013). A small hospital-
based study (Karn et al., 2011) in Nepal investigated 145 clients attending the Department of 
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Dermatology and Venereology at Dhulikhel Hospital and showed that the prevalence of 
sexually transmitted infection was highest among those who reported their occupation as 
commercial drivers/conductors (27%) and also among migrant workers (23%). The same 
study revealed that the majority of men with STIs were aged 20 to 24 years and did not 
commonly use condoms during sex. Other studies have shown that the incidence and 
prevalence of STIs has been found to vary according to sexual activity and occupation 
(Christian et al., 2005, Silverman et al., 2008, Dehne and Riedner, 2005, DiClemente et al., 
2005, Ghebremichael et al., 2009, NCASC et al., 2006). For example, the rate of STIs among 
men having sex with men and male sex workers is 27%, whilst 23% of female sex workers, 
and five per cent of truck drivers are found to have a STI (NCASC et al., 2006).  
The recent (2011) NDHS asked sexually active youth whether in the past 12 months they had 
ever been diagnosed with a STI or had experienced either a foul smelling discharge from the 
vagina or penis, or a genital ulcer or sore. Compared to the results from the 2006 survey, the 
rates of reporting a STI or STI symptoms increased. 
It is likely that these figures underestimate the actual prevalence of STIs among the sexually 
active population in Nepal, as many STIs symptoms are not easily recognized nor do they 
necessarily present any visible symptoms (MoHP Nepal et al., 2012). Of the young women 
who reported a sexually transmitted infection or probable STIs symptoms in the past 12 
months, just over half (54%) did not seek advice or treatment, while about 44% sought advice 
or treatment from a clinic, hospital, private doctor, or another health professional. Similarly, 
46% of men did not seek any treatment or advice, with the remainder seeking advice or 
treatment from a health facility or provider (MoHP Nepal et al., 2012). 
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Figure 1.5 Percentage distribution of sexually active adolescent and young people age 15-24 
reporting a STI and/or symptom in the last 12 months. (Source: Khatiwada et al., 2013) 
 
 Abortion 1.5.8
Unsafe sex and unintended pregnancy is a major public health problem worldwide, especially 
among young women aged 15 to 24 (Gore et al., 2011, Sedgh et al., 2012). Abortion rates can 
be seen as one indicator of unsafe sex practices and unintended pregnancies. Until 2002, 
abortion was illegal in Nepal. The Eleventh Amendment of the Country Code of 2002 made 
abortion legal for Nepalese women under a wide range of conditions. Medical abortion has 
been available in Nepal since 2009 for pregnancies of less than 9 completed weeks of 
gestation (≤ 63 days) (Warriner et al., 2011, Samandari et al., 2012). Under this law, on 
request, a woman can legally obtain an abortion up to 12 weeks for any pregnancy and for 
conditions such as pregnancy resultant from rape or incest the time frame is increased to 18 
weeks of pregnancy. Additionally, with the recommendation of an authorised medical 
practitioner, a pregnancy may be legally terminated at any stage of gestation if the life of 
mother is at risk, if her physical or mental health is at risk, or if the fetus has a congenital 
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anomalie/s (GoN et al., 2006). Irrespective of the reason for, or stage of termination, the 
abortion cannot occur without the women’s consent. This represents a historic achievement 
for the reproductive health and rights of Nepalese women. Unmarried women are legally 
entitled to receive abortion services, although those younger than 16 must have their parent or 
guardian's consent (Samandari et al., 2012).  
Although global attention tends to focus on unintended pregnancies amongst unmarried 
young people, in Nepal such events occur primarily within the context of marriage because 
early marriage is such common practice in Nepalese society (Tamang, 2002, Shakya, 2014, 
Gurung, 2014, Choe et al., 2005). Unintended pregnancy, including both unplanned and 
mistimed pregnancies remains a major public health problem in Nepal and studies suggest 
that unwanted pregnancy rates are particularly high among young Nepalese women aged 15 
to 24 years. Puri and colleagues (2007) found that one in two young women (49%) aged 15 to 
24 years reported ever having experienced an unintended pregnancy. Similarly, the 2011 
Nepal Demographic and Health Survey revealed that the unintended pregnancy rate among 
young married women aged 15 to 24 was high, with one in five women aged below 20, and 
one in four women aged in the 21 to 24 year group experiencing unintended pregnancies 
(MoHP Nepal et al., 2012). As of December 2012, over 670,000 Nepali women had received 
safe abortion services, since the commencement in 2004 of the provision of legal abortion 
care services and the number has risen annually with recent data from July 2012 to July 2013 
(Samandari et al., 2012, MoHP, 2013, MoHP, 2012), indicating that a total of 84,011 were 
performed (MoHP, 2013). A large proportion of women (82%) had abortions outside of the 
government sector (MoHP Nepal et al., 2012). Non-government organisations involved in 
abortion provision include private clinics and hospitals, Marie Stopes clinics, and services run 
by the Family Planning Association of Nepal. 
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In Nepal, common reasons for seeking pregnancy termination include: completed desired 
family size, unwanted pregnancy in marriage, unintended pregnancy in unmarried young 
women, pregnancy as a result of an extramarital relationship, maternal health problems, son 
preference sex-selection, contraceptive failure, ashamed to use contraceptives, birth spacing, 
and economic factors (Puri et al., 2007, Shrivastava et al., 2010, Lamichhane et al., 2011a, 
MoHP Nepal et al., 2012, Puri et al., 2012, Frost et al., 2013, Duwadi, 2013). Pregnancy for 
unmarried women carries a heavy social stigmatisation in Nepal, with connotations of ruin of 
family reputation such that suicide can be perceived at the family and societal levels as an 
option for unmarried pregnant young women (Puri et al., 2012, Samandari et al., 2012). 
Abortion is also stigmatised and considered a 'sinful' act and cultivates feelings of guilt 
among women (GoN et al., 2006, UNESCAP, 2007, Abrejo et al., 2009, Unnithan-Kumar, 
2009, MoHP Nepal, 2012, Nanda et al., 2012, Puri et al., 2012). However, uptake of abortion 
by unmarried young girls is increasing in Nepal, especially in urban areas such as the 
Kathmandu valley, due to the greater social stigma of unmarried pregnancy (Puri et al., 2012, 
Khatiwada et al., 2013, MoHP Nepal et al., 2012, Puri et al., 2007). Puri et al. (2007) reported 
that one quarter (26%) of women aged 15 to 24, and 39% of men who reported an unintended 
pregnancy with their partner were considering abortion, but approximately half to more than 
two thirds did not go through with the procedure (Puri et al., 2007).  
A recent study found that Nepalese women faced multifaceted obstacles when trying to access 
safe abortion services, despite legalisation (Bingham et al., 2011). The evidence shows that 
even women who are educated about the legalisation of abortion, and know where to seek 
these services, may not do so because of shame and fear, or because the decision-making 
authority rests with their husband or in-laws. Multiple factors, including socio-cultural beliefs, 
influence decisions around unintended pregnancy choices, meaning that the process is 
dynamic and situation-specific, and that sexual partners, husbands, other family members and 
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health service providers can play a major role in the decision-making process (Bingham et al., 
2011, Puri et al., 2012). 
 Gender Socialisation 1.6
Gender refers to the social differences between men and women as constructed by society 
whereas sex refers to the biologically differences. While ‘sex’ is assumed to be universal and 
unchanging, ‘gender’ refers to culturally constructed notions of masculinity and femininity 
which are not static but are dependent upon the culture or society where gender roles are 
expressed (Lips, 2008). Socialization in gender occurs early in life and notions of masculinity 
and femininity are adopted by boys and girls as they come to understand the different 
expectations society has of them (UNDP, 2010). Notions of masculinity vary from one culture 
to another but in one form or another are the socially defined roles and identities of men that 
shape and support male behaviour (Connell, 2007, Morrell, 1998). Qualities in males that are 
emphasised include courage, assertiveness, autonomy, competitiveness, dominance, strength, 
control, and robustness of body and mind (Donaldson, 1993, UNIFEM, 2002). Females on the 
other hand are expected to be submissive, dependent, demanding, weak, accommodating and 
accepting. There are numerous examples from varied parts of the world confirming that 
gender socialisation is formed throughout the life cycle through a combination of ethnic, 
cultural, and religious influences (UNIFEM, 2002).  
Nepal has a huge gender gap in almost all sectors although gender equality is a key 
component of human development (Shakya, 2014). The 2013 Gender Inequality Index for 149 
countries reveals the extent to which national achievements in reproductive health, 
empowerment and labour market participation has occurred.  This index ranks Nepal at 98
th
 at 
the global level and 2
nd
 in South Asia region (UNDP, 2014a) (Table 1.2). Similarly, the 
Global Gender Gap Index 2014 that measures national gender gaps on economic, political, 
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education- and health-based criteria puts Nepal 112
th
 out of 142 countries and 4
th
 in the region 
indicating overall very poor socio-economic status of Nepalese women (Hausmann et al., 
2014). 
Table 1.2 Ranking of South Asian countries according to the Gender Inequality and Gender 
Gap Index 
Countries 
Gender 
Inequality 
Index
ŧ
 Rank, 
2013^ 
Gender Gap 
Index Rank, 
2014* 
Gender Gap Index’s sub-indexes ranking* 
Economic 
participation 
and 
opportunity 
Education 
attainment 
Health 
and 
Survival 
Political 
Empowerme
nt 
Bangladesh 115 68 127 111 122 10 
Sri Lanka 75 78 109 59 1 50 
Nepal 98 112 122 122 88 61 
India 127 114 134 126 141 15 
Bhutan 102 120 93 123 120 130 
Pakistan 127 141 141 132 119 85 
Afghanistan 149 - - - - - 
Source: ^Human Development Report 2014, *The Global Gender Gap Report 2014 
ŧ
Gender Inequality Index: A composite measure reflecting inequality in achievement between women and men in 
three dimensions: reproductive health, empowerment and the labour market. 
Nepal is a predominantly Hindu, and masculine cultured society, in which gender inequities 
are deeply entrenched and pervasive in every aspect of social life (Luitel, 2008, Puri et al., 
2010a, Pokharel, 2008). Because of ingrained socio-cultural and religious beliefs, Nepalese 
society places a higher value on boys than girls. Compared to Nepalese boys, girls are 
disadvantaged with regard to access to schooling, paid employment and sources for personal 
expenditures (Mathur et al., 2004, United Nations Economic and Social Commission for Asia 
and the Pacific, 2007, CBS, 2011). Bhattarai (2013) asserts that: 
The birth of a girl, so goes a popular Hindu saying, is akin to the arrival of Lakshmi—the four-
armed goddess of wealth, often depicted holding a lotus flower and an overflowing pot of gold. If 
women are like Goddess Lakshmi, why are they still treated as slaves?'  
Bhattarai (2013) also tells that a Nepalese female leader recently said:  
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It’s a miracle how a woman survives in Nepal. Even before she’s born, she’s at risk of being 
aborted due to our obsession for sons. Indeed, a girl’s fight for survival begins right in their 
mother’s womb due to an overwhelming desire for sons and fear of dowry.   
This sort of societal mindset means that boys enjoy a wider range of social and leisure 
activities, more physical mobility, better access to SRH information, and greater social 
acceptability of premarital sexual activity than do girls (UNDP, 2014b, Upreti et al., 2009b, 
Regmi et al., 2010c). Such gender norms place girls at increased risk of sexual violence, 
including rape and domestic violence. A 2011 Nepal Demographic and Health Survey showed 
that 23% of females aged between 15 to 19, and 27% of females aged 20 to 24 had 
experienced spousal emotional, physical, or sexual violence. A recent study in Nepal and 
Vietnam on 'Gender, Masculinity and Son Preference', with the subjects being men aged 18 to 
49 years, indicated that 71% of Nepalese men reported using some form of violence against 
their intimate partner (Nanda et al., 2012). The same study demonstrated that 77% of 
Nepalese men believed that 'if a wife/partner does something wrong her husband has the right 
to punish her', half of them believed that 'a woman should tolerate violence in order to keep 
her family together', and 44% believed that 'there are times when a woman deserves to be 
beaten'. However, another nationwide large-scale survey among young men and women 
(MoHP Nepal, 2012) revealed that attitudes of youth towards gender roles are changing. In 
this study a low proportion (4%) of young people believed that 'it is appropriate to beat 
girlfriend/wife by boyfriend/husband to prove their control over them'; only six per cent 
believed that 'it is justified for the husband to force the wife into sexual intercourse without 
her consent' and the majority of respondents (95%) believed that 'men and women should 
have equal rights' (MoHP Nepal, 2012).  
In the Nepalese family, male children are preferred over female children (Brunson, 2010, 
Jayaraman et al., 2009, Lamichhane et al., 2011a, Regmi et al., 2010c, UNFPA, 2007). In 
fact, it is considered that males 'rule' females by right of birth, and even if the male child is 
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not the first born in a family, he is automatically considered the head of the household and is 
expected to look after his sisters. Female children are further discriminated against due to the 
fact that their eventual marriage will mean that they will effectively leave their birth family 
and join another family unit. In contrast, it is considered that the male child ensures the 
survival of the family name through bringing additional members into the family (WHO, 
2007a, UNFPA, 2007). This attitude has seen some parents preferring to educate boys instead 
of girls.  
In broad terms, Nepalese culture strongly empowers men and subordinates women. Men hold 
positions of power and privilege in society whereas women are considered second-class 
citizens, with little decision-making power and little or no control over resources (Asian 
Development Bank, 1999, Furuta and Salway, 2006, MoHP Nepal et al., 2007). These gender 
roles and expectations have large scale ramifications for access to foods and health care 
(Razavi, 2012, Elson, 2009).   
 Gendered Power Imbalance 1.7
Nepal is a patriarchal society in which gender inequities are deeply entrenched and pervade 
all areas of society (Luitel, 2008, Pokharel, 2008, Puri et al., 2010b). Gender-power can be 
expressed as the concepts of both 'power to' and 'power over', and these are strong lifelong 
influences (Blanc, 2001). 'Power to' expresses an individual‘s ability to act, and to access 
resources, as well as to pursue knowledge and personal goals. According to Kishor and Gupta 
(2009), 'power to' 'cuts across most domains of human functioning, including familial, 
cultural, and institutional domains'. Individuals possessing this form of power have the 
capability to act (Blanc, 2001). The concept of 'power over' on the other hand, refers to an 
individual’s ability to control societal and household resources and to influence decisions, 
cultural and religious ideology, and to have the power to influence decisions made with 
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respect to one's own and others' bodies (Kishor and Gupta, 2009). This form of power can 
enhance an individual‘s capability to assert their own wishes and goals, irrespective of the 
obstacles or opposition that they may face from other persons (Blanc, 2001).  
Gender roles and associated power imbalances are seen in a variety of circumstances. In a 
study addressing married women’s status and experience of violence in rural Nepal the 
relationship between power relations and domestic violence were  revealed to be significant 
predictors such that as communication improved, and autonomy increased domestic violence 
was less frequently reported in the 12 months prior to the study (Lamichhane et al., 2011b).  
There were also significant differences between caste/ethic groups with Muslim women at a 
higher risk of experiencing violence and Tamang woman at lower risk compared to other 
ethnicities which was likely related to more tightly circumscribed gender roles as compared to 
Tamang and Brahmin woman. Interestingly the results found no association between a 
woman’s level of education and her experience of violence.  In a study conducted by the 
UNDP on Nepali masculinities and gender based violence, younger people were less likely to 
recognise unwelcome physical contact as violence compare to older men (Figure 1.6) (UNDP, 
2014b).  
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Figure 1.6 Percentage of men by age in years who responded to the statement ‘To touch the body 
of a woman without her consent’ is (violence, not violence, do not know, or no response). 
Adapted from UNDP report on Gender based violence (UNDP, 2014). 
 
Gender equity has been measured in Nepal using the Gender Equitable Men (GEM) Scale. 
Originally, this scale was developed by the Population Council and Promundo and applied to 
young men aged 15-24 years. It has since used on adult men in the International Men and 
Gender Equality Survey (Pulerwitz et al., 2006, Barker et al., 2011) and was applied in 
research examining masculinity, gender and son preference in which 15 of the attitudinal 
statements (including sexuality, violence, household tasks, homophobia and male/females) 
were employed to examine men’s understanding of equity across Nepal and Vietnam (Nanda 
et al., 2012). The respondents’ results were grouped by their total scores and categorized as 
“low equity’, “moderate equity’ and “high equity’. In Nepal, more than two thirds of the men 
had moderate gender equitable attitudes. Those that scored low on equity were from rural 
areas who were from disadvantaged janajatis (which translates to indigenous) and religious 
minorities and who had a low level of education.   
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When the individual statements from the GEM scale were explored, it revealed that men have 
complex and paradoxical attitudes towards gender equality; they adhere to some ideas of 
egalitarianism yet also express very patriarchal views about women’s role in society.  For 
example while nearly all seemed to believe that men and women should be treated equally, 
more than four out of five men (84 %) felt that a woman should obey her husband (Table 1.3).  
In addition, over three quarters (77%) men thought that if a woman does something wrong, 
her husband has the right to punish her (Nanda et al., 2012). 
The report concluded that national policies and programs should aim to provide 
comprehensive interventions that target men. Education that address gender equality, and 
diminishes the relevance of socio-cultural and religious practices should be commenced in 
childhood when notions of masculinity and men’s role in the family are being formed. 
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Table 1.3 The GEM Scale attitudinal statements and results 
Statements Agree (n=1,000) 
Gender Roles 
A woman's most important role is to take care of her home and cook for her family  
 
48.2 
A woman's most important role is to produce a son for her husband's family  21.6 
I think that a man should have the final say in all family matters  43.0 
Sexuality/ Sexual Relationship  
Men need sex more than women do  
 
45.4 
A woman cannot refuse to have sex with her husband  52.1 
When a woman is raped, she is usually to blame for putting herself in that situation  20.6 
If a woman doesn't physically fight back, it's not rape  58.0 
Violence  
There are times when a woman deserves to be beaten  
43.6 
If a wife/partner does something wrong her husband has the right to punish her  77.3 
A woman should tolerate violence in order to keep her family together  50.8 
Reproductive Health  
It is a woman's responsibility to avoid getting pregnant  
 
36.2 
Masculinity 
To be a man, you need to be tough  
 
69.5 
It would be shameful to have a homosexual son  55.6 
Values of Sons and Daughters  
A man with only daughters is unfortunate  
 
8.1 
Not having a son reflects bad karma and lack of moral virtue  9.5 
Source: Nanda et al. 2012 
 
 Unequal Gender–Power in the Realm of Sexuality and Reproduction 1.8
Gender norms and power dynamics between men and women are likely to have an influence 
on various SRH behaviours (Oladeji, 2008, Varga, 2003, Verma and Mahendra, 2005, Wang 
et al., 2007, Waszak et al., 2003a, Population Council, 2001). Evidence from around the 
world shows that unequal power relationships between men and women can have lethal health 
consequences by hindering communication between partners about SRH related issues, 
restraining women’s access to SRH services, preventing women’s and men’s attainment of 
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sexual well-being and pleasure, and escalating their risk of contracting STIs and HIV (Green, 
2000, Blanc, 2001, Puri et al., 2010a, Pulerwitz et al., 2010). In addition, gender-power 
imbalances can impair the negotiation of safe sex practices and the expression of reproductive 
choices (Pulerwitz et al., 2002, Pulerwitz et al., 2010, Pulerwitz and Barker, 2008).  
In Nepal, men are generally the primary decision-makers in matters relating to sexual activity, 
fertility, and contraceptive use, and also control access to health information and services, 
finances, transportation, and other resources (Puri and Tamang, 2008). This dominant male 
role in reproductive decisions is supported by social structures within and outside the family 
domain (Connell, 2007). Such expectation places young men at risk of harmful practices as 
such socio-cultural norms forbid them from seeking information or admitting their lack of 
knowledge about sex or methods of protection (UNIFEM, 2001, Connell, 2007, UNDP, 
2014b). In reality, both boys and men are frequently either uninformed or misinformed, but 
do not seek information for fear of appearing inexperienced. 
Nepalese girls and women are often taught that they should be submissive and accept their 
partners’ sexual requests, and do not have the power to negotiate safe sex practices with their 
male partners (Puri et al., 2010a, Earth and Sthapit, 2002).  In addition, Nepalese married 
women are expected to be sexually passive and submissive to their husbands and are expected 
to satisfy the sexual desires of their husbands as well as to demonstrate fertility soon after 
marriage (Puri and Tamang, 2008, Pradhan and Strachan, 2003, Adhikari, 2010). Motherhood 
is regarded as a key aspect of femininity, so the uptake of contraceptives such as barrier 
methods that prevent pregnancy and STIs present often insurmountable challenges for women 
and men seeking to balance their desire for children against the risks of STIs and unintended 
pregnancy (FWLD, 2007b, Duwadi, 2013, UNDP, 2014b, Sharma, 2014). The gender role for 
women prevents them from seeking and receiving information related to sex and SRH (Varga, 
2003, Banerji, 2009). Virginity is highly prized for young women and alternative sexual 
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behaviours, such as anal sex or oral sex, may increase their vulnerability to STIs (FWLD, 
2007b, Nanda et al., 2012). 
Gender inequity in relationships can thus lead to sexual coercion and physical violence, 
circumstances under which safe sexual practices are impossible to initiate and maintain 
(Courtenay, 2000, Duggal and Ramachandran, 2004). Indeed a qualitative study conducted 
among young married women aged 15 to 24 in Nepal found that about half of them reported 
sexual violence within marriage(Puri et al., 2010a). Further in Nepal, gender norms for men 
include the idea that unsafe sex is more enjoyable than safe sex (Banerji, 2009, MoHP Nepal 
et al., 2012, Nanda et al., 2012). There appears to be a link between power in sexual 
relationships and use of condoms with women who have greater power being more likely to 
insist on the use of condoms, as well as consistent condom use (Wingood and DiClemente, 
1998, Pulerwitz et al., 2002). 
In Nepalese society traditional male and female gender roles discourage couples from 
discussing sexual matters, as well as condoning risky sexual behaviour, and these factors 
ultimately contribute to poor reproductive health (Pigg, 2001, Puri and Cleland, 2006, Puri et 
al., 2010a). Nepalese women are viewed as shy and introverted in relation to sex, and are not 
accorded rights to discuss their SRH needs and problems. The risks associated with this lack 
of discourse in sexual relationships, both married and unmarried, are heightened among youth 
due to lack of access to information and services (Regmi, 2009, Waszak et al., 2003b).  
Nepalese men generally do not accompany their partners to family planning, antenatal or 
postnatal care services and would not be expected to attend the birth of their children 
(Mullany, 2006, Brunson, 2010). In addition, men rarely attend health clinics for reproductive 
health services, as they often seek care for STIs in the private sector, and condoms can be 
obtained from clinics without contact with providers (MoHP Nepal et al., 2012). The issue of 
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accessibility of reproductive health services to men in Nepal is a logistical and cultural 
problem. The exclusive use of services by women has largely made reproductive health 
services to be perceived as 'unfriendly' for men (Regmi et al., 2010a, Wasti et al., 2011). The 
need for integration of these services (antenatal, STIs, family planning and male involvement) 
seems both appropriate and timely.  
Nevertheless these gendered expectations about SRH may be changing. A recent survey 
among young men and women aged 15 to 24 revealed that the vast majority  of young 
Nepalese men (96%) and women (94%) believe that if a woman knows that her husband has a 
sexually transmitted infection, she is justified in asking him to use a condom (MoHP Nepal et 
al., 2012). This view has been supported by another nation-wide study among young people 
aged 10-24 that reports very few (six per cent) believe that it is justified for the husband to 
force the wife into sexual intercourse without her consent (MoHP Nepal et al., 2012).  
 Addressing Gender issue in Nepal 1.8.1
The Nepalese government first ratified the United Nations Convention on the Elimination of 
All Forms of Discrimination against Women (CEDAW) in 1991 (Sangroula, 2001). 
Following that, the Ninth Plan (1997–2002) placed gender and social inclusion, gender 
mainstreaming and women’s empowerment firmly on the national agenda (National Planning 
Commision, 2007, Nepal Law Commission, 2007). Since then ensuring gender equality and 
empowering women has been recognised as integral to achieving the Millennium 
Development Goals (MDGs), which include eradicating extreme poverty and hunger (MDG 
1), achieving universal primary education (MDG 2), promoting gender equality and empower 
women (MDG 3), reducing child mortality (MDG 4), improving maternal health (MDG 5), 
combating HIV, malaria and other diseases (MDG 6), and global partnership for development 
(MDG 8). 
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Little  progresses however has been made in this sphere and the government of Nepal has 
been sluggish in revoking laws inconsistent with gender equality or enacting new legislation 
that enforces the various provisions of the CEDAW and other treaties relating to gender based 
discrimination (Bennett, 2005, Bennett et al., 2013, United Nations, 2011). Indeed a study 
carried out in 2000 regarding laws in Nepal and their impact on women identified 173 legal 
provisions of the 83 Acts and Regulations of the Constitution that are directly discriminatory 
against women (FWLD, 2007a). The areas in which the law were found to discriminates 
against women included marriage and family, nationality, property, trafficking, health 
including reproductive rights, legal and court proceedings, trafficking and sexual abuse, 
employment and education. The government has since passed the Gender Equality Act 2006; 
the National Women’s Commission Act 2007; the Human Trafficking and Transportation 
(Control) Act 2007; the Domestic Violence (Crime and Punishment Act) 2009 and the 5-year 
strategic plan of the National Women’s Commission  (2009-2014) (Gautam and Bomzan, 
2014). However, little or no implementation of these legal provisions remains a major 
challenge. 
These continuing efforts to end gender discrimination in legal, economic, political and social 
institutions, reduce gender-based violence and empower women, have failed to impact on 
economic, social, and cultural discrimination. Over 70% women workers are self-employed or 
in low or unpaid jobs (National Women's Commission, 2011). In 2009, of total female 
government employees, 78% were working as support staff, and only 6% were in positions of 
decision making (GoN and United Nations Country Team of Nepal, 2010). Similarly, a wide 
gender gap in tertiary education and employment persists and therefore the only progress 
achieved in Nepal in ending gender discrimination and empowering women has been in 
improvements in primary and secondary education, and in a reduction in maternal mortality 
rates (United Nations Country Team Nepal, 2011).  
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1.8.2  Context and Rational for the Study  
 
The factor that drove me to explore and understand the issues related to gender in sexual and 
reproductive health services came from my own professional and personal empirical 
experience. In my professional life, while I working as a midwife and researcher and involved 
in the first and only female health professional led independent birthing center in Nepal 
(established in 2007 by group of female health professionals’ out of pocket expenses) I 
encountered many young women hesitating to seek sexual and reproductive health services. 
They expressed reluctance to use such services as antenatal and postnatal care, family 
planning service, services dealing with the management and treatment of sexually transmitted 
infections, safe abortion care and were not coming for their follow up visits. I wondered why 
they were not comfortable turning up despite the existence of 24 hours a day, 7 days a week 
services. When I started to explore, from direct and indirect means, the reasons for not 
presenting, they spoke of many personal hardships. Often the young women reported that 
their movement was restricted, and they were required to obtain permission from their 
husbands and family members to attend health services. Therefore, I decided to explore and 
understand the root cause of practices that discriminate against females in our society that 
seem to be hindering access to, and uptake of available sexual and reproductive health 
information and services in Nepal. 
 
 Summary 1.8.3
 
Although there has been lot of work already done in the area of SRH in Nepal, previous 
studies have been limited to quantitative studies examining only knowledge of SRH and use 
of services.  The role of gender power relations in SRH has not been explored and no study 
has triangulated data from both qualitative and quantitative sources. To address the pressing 
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SRH needs of Nepalese youth it is essential to provide robust evidence about the factors 
influencing engagement in SRH. This will enable policy makers and planners to design 
contextually appropriate interventions for education and promotion campaigns as well as 
services in Nepal.  
 
 
 
 Research Aim 1.9
The main aim of the study is to investigate how gender- power relations influence knowledge 
of SRH and access to, and utilisation of, SRH services among youth in the Kathmandu valley, 
Nepal. The specific primary objectives of the study are as follow: 
1. To assess knowledge of SRH, and experience and use of SRH services amongst young 
people living in urban areas of the Kathmandu Valley.  
2. To examine the socio-demographic factors associated with contraception, abortion and 
STIs knowledge. 
3. To examine the factors associated with gender-equitable norms  
4. To identify the current and preferred sources of information on SRH.  
5. To understand the behaviour of young people using a theoretical approach. 
6. To explore the uptake of SRH services in relations to gender role attitudes 
 The secondary objectives are: 
1. To explore the influence of gender-equitable norms on sexual relationships reproductive 
health and uptake of services among Nepalese young people. 
2. To examine the factors associated with sexual relationship power and how this impacts on 
knowledge of contraception, abortion and STIs and safe sexual practices 
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 Research Questions 1.10
1. What is the level of knowledge, experience and behaviour of urban youth about SRH and 
services?  
2. How do gender norms influence SRH in Nepal?  
3. How does power in sexual relationships influence decision-making around knowledge 
safe sex negotiation?  
4. What improvements can be made in SRH education and service delivery to increase 
access? 
5. What are the sources of information on SRH? 
6. What are the theories explaining the use of SRH services and gender power relations in 
SRH? 
 Conclusion 1.11
Gender-power imbalances in Nepalese youth are underpinned by economic and political 
status imbalances, the result being male control over female SRH outcomes.  The influence of 
men's power over women's reproductive health has direct and indirect effects, both social and 
biological and issues such as gender-based violence, vulnerability to STIs, reproductive health 
decision-making with regards to fertility, contraceptive use, use of reproductive health 
services and sexual health and pleasure are all influenced by these gender-power imbalances. 
Evidence shows that young men and women in Nepal face enormous challenges and problems 
in relation to their SRH, sexuality and their access to and utilisation of services.  
Previous research has examined SRH in Nepal and some work has investigated gender equity. 
No studies have combined investigations into SRH knowledge and uptake with both 
demographic factors and measures of gender power relations. This study sought through 
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mixed methods to examine in-depth whether the socio-cultural norms of Nepalese society are 
impacting on young peoples’ sexual and reproductive health.  
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 Chapter 2
Theoretical Framework 
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 Introduction 2.1
A number of theoretical frameworks as well as theories and models of behaviour relating to 
the utilisation of health services underpin this work. This chapter introduces and explains 
these theoretical frameworks, as well as the most frequently used theories and models of 
behaviour change. These theories mainly focus on different aspects of how an individual’s 
attitudes, belief systems and social relationships impact on their engagement with available 
health services (Andersen and Newman, 2005, Glanz et al., 2008). The final section of this 
chapter focuses on examining the ways in which gender and power relation theories can be 
used to understand sexual and reproductive health service use. 
In order to better understand such complex gender and power interactions, theories of health 
service seeking behaviour draw from social science disciplines such as social psychology, 
medical anthropology and sociology. In doing so, the most commonly applied behavioural 
models of health service utilisation include the 'Health Belief Model' (HBM), the 'Theory of 
Reasoned Action' (TRA), and the 'Theory of Planned Behaviour' (TPB) and these models will 
be discussed in depth. In addition, Connell’s Theory of Gender and Power (1987) and Blanc’s 
Framework of Power Relationship in Sexual and Reproductive Health (2001) will also be 
outlined.  
 The Health Belief Model (HBM) 2.2
The Health Belief Model was initially developed in the 1950s by social psychologists in the 
US Public Health Service, in order to better understand the failure of people to adopt disease 
prevention strategies or screening tests for the early detection of disease. This model tells us 
that behaviour is a function of an individual’s socio-demographic characteristics, knowledge 
and attitudes (Champion and Skinner, 2008). The HBM that has been widely used in health 
behaviour research and suggests that individuals will take action to prevent illness under the 
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following circumstances, namely, if they believe they are susceptible, if the consequences of 
the illness are severe and if the benefits of action outweigh the costs (Champion and Skinner, 
2008, Carpenter, 2010, Hall, 2012). Initially, only the four constructs of (i) perceived 
susceptibility, (ii) perceived severity, (iii) perceived benefits and (iv) perceived barriers were 
developed but later a further two were added, these being (v) cues of action and (vi) self-
efficacy (Babitsch et al., 2012, Hall, 2012).  
The construct of 'perceived susceptibility' refers to an individual's subjective perception of the 
likelihood of getting a disease or condition. For instance, a young person must believe that 
there is a possibility of contracting a sexually transmitted infection or becoming pregnant 
before they will be motivated to use a condom. This construct reflects the fact that there is a 
wide variation in individuals' notions of personal vulnerability to a particular disease or 
condition. 
The concept of 'perceived severity' explores an individual's beliefs about the seriousness of 
contracting an illness, or of leaving it untreated. Again there is wide variation in 
understandings of the concept 'severity', taking into account an evaluation of both medical and 
clinical consequences such as pain, disability and death, as well as the possible social 
consequences of potential effects of the condition on work, family life, and relationships. The 
combination of 'susceptibility' and 'severity' has been labelled as 'perceived threat'. 
'Perceived benefits' refers to an individual’s perception of the effectiveness of taking various 
actions in order to reduce the threat of illness or to cure illness. The course of action an 
individual takes in preventing or curing an illness or condition relies on consideration and 
evaluation of both perceived susceptibility and perceived benefit.  
The concept of 'perceived barriers' relates to an individual's perception of the barriers that 
exist to the successful implementation of a recommended health action. Perceived barriers are 
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thus a potential negative aspect of a particular health action that may impede action. 
Individuals weigh the effectiveness of the actions against the perceptions that it may be 
expensive, have negative side effects, be in some way unpleasant, time-consuming, or 
inconvenient.  
'Cues to action' refer to the stimulus needed to trigger the decision-making process to accept a 
particular recommended health action. These cues can be internal, examples of which include 
conditions such as severe lower abdominal pain and painful urination. Or external, examples 
of which include factors such as advice from others, illness of a family member, the influence 
of social media and so forth.  
The construct of 'self-efficacy' makes reference to the level of an individual's confidence in 
their ability to take actions towards positive changes and having conviction that they can 
successfully perform a behaviour required to produce the outcomes. Self-efficacy is a 
construct in many behavioural theories that ultimately explains whether a person achieves 
behaviour change. 
The HBM has mainly been applied to three areas of health behaviours (Champion and 
Skinner, 2008). Firstly, it has been used to understand preventive health behaviours such as 
health promotion and health-risk behaviour as well as vaccination and contraceptive practices, 
secondly, it has been employed to illness related behaviours that include compliance with 
recommended medical regimes, and thirdly, it has been used in behaviours that include 
clinical service attendance. A substantial number of factors influence actions taken in the 
HMB (Figure 2.1). 
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Figure 2.1 Health Belief Model Components and Linkages. (Source: Champion & Skinner, 2008) 
 
 HBM in relation to Youth SRH 2.2.1
Young people are a particularly vulnerable group with respect to outcomes such as 
unintended pregnancies and sexually transmitted infections, due to their propensity to engage 
in risky sexual behaviours (Koyama et al., 2009, Gerressu and Stephenson, 2008, Marston and 
King, 2006). Use of the HBM shows that one of the predictors of sexual behaviour is an 
individual’s perceived susceptibility to negative consequences such as unintended 
pregnancies or sexually transmitted infections. In addition, as perception of severity of 
consequence of unsafe sexual practice increases, so does the probability of youth adopting 
safer sexual behaviours. Public health and school education programs play a very important 
part in educating youth as to the dangers of risky sexual behaviours. Perceived barriers to 
sexual and reproductive health include the fear and embarrassment of being recognised by 
peers or relations when attending a sexual and reproductive health service, as well as fear of 
judgement by the attending health professional. Other perceived barriers that may come into 
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play include factors such as misconceptions about contraception, including concern over the 
side effects of hormonal contraception, and the idea that condoms adversely affect sexual 
pleasure. 
Positive influences on sexual and reproductive health behaviour include factors such as 
knowledge of the effectiveness of contraceptive methods to prevent sexually transmitted 
infections and unintended pregnancies, leading to motivation to access contraception. Cues to 
action in sexual and reproductive health may include a 'pregnancy scare' such as a delayed 
menstrual period, or sexual and reproductive health promotion or counselling by a healthcare 
provider that raises consciousness of sexual risk (Hall, 2012). Self-efficacy has been one of 
the strong predictors of sexual behaviours such as consistent use of condoms (Lin et al., 2005, 
Zak-Place and Stern, 2004).  
Using the HBM to understand young people’s sexual and reproductive health behaviour can 
lead to an appreciation of the ways that social and cultural barriers interact with notions of 
disease consequences and severity. The model suggests that accurate, effective and 
appropriately targeted sexual and reproductive health education and information are crucial in 
order to bring about change and to motivate preventative behaviours. Without this education 
and information, young people are less likely to be able to make decisions that lead to the 
adoption of safe sex behaviours. 
 The Theory of Reasoned Action (TRA) 2.3
The Theory of Reasoned Action was developed by Martin Fishbein and Icek Ajzen (1986) in 
order to better understand relationships between individual’s attitudes, intentions and 
behaviours (Montano and Kasprzyk, 2008). This model predicts both intention to behave and 
actual behaviour and is useful for identifying where, and how to, focus strategies for changing 
behaviour (Figure 2.2). The TRA suggests that the formation of an individual’s behavioural 
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intention is the immediate antecedent of action and mediates the influence of other variables 
on behaviour (Sheppard et al. 1988). Three determinants of intention have been identified; 
firstly, attitude toward the specific behaviour, followed by subjective social norms such as 
normative beliefs and motivation to comply, and finally, perceived behavioural control.  
Generally, according to this model, the more positive the attitude and the subjective social 
norms are (towards for example, condom use), and the greater the perceived control is, the 
stronger will be an individual’s intention (to use condoms) for safe sexual behaviour. 
 
Figure 2.2 Path model of the theory of reasoned action. (Source: Ajzen & Madden, 1986) 
 
 The Theory Planned Behaviour (TPB) 2.4
The Theory of Planned Behaviour (Figure 2.3) was proposed by the psychologist, Icek Ajzen, 
as an extension of the theory of reasoned action, in order to improve predictive power of the 
model by adding perceived behavioural inputs (Ajzen, 2002, Ajzen, 2012, Montano and 
Kasprzyk, 2008). This addition was added in order to better predict an individual's intention to 
engage in behaviour at a specific time and place (Ajzen, 2002, Ajzen, 2012). This model 
attempts to explain all behaviours over which people have the ability to exercise self-control. 
It emphasises that human behaviours are directed not only by individual attitudes, but also by 
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social pressures and an individual's sense of control. The theory of reasoned action suggests 
that when an individual evaluates a recommended behaviour as positive (attitude), and 
considers that their significant others want them to perform the behaviour (subjective norm), 
the result is a higher motivation (intention) and thus they are more likely to act accordingly. 
Studies have confirmed that there is a high correlation of attitudes and subjective norms to 
behavioural intention, and consequently to behaviour (Ajzen, 2011).  
 
 
Figure 2.3 Theory of Planned Behaviour. (Source: Montano & Kasprzyk, 2008) 
 
 Theory of Reasoned Action and Theory of Planned Behaviour 2.5
The theory of reasoned action and the theory of planned behaviour can be linked to form the 
assumption that individuals behave in a goal-directed manner and weigh up the implications 
of their actions in a rational way before making a decision to follow through with a particular 
behaviour. External variables such as demographic characteristics, attitudes towards the 
beneficiary of the behaviour, personality traits and other individual variables (such as past 
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experiences) can affect behavioural beliefs, outcomes, social norms, motivation, notions of 
control and perceived power of the individual (Figure 2.4). The three key independent 
determinants of behaviour (attitude, subjective norm and perceived control) influence an 
individual’s intention to perform a behaviour that ultimately determines the drive to action. 
 
Figure 2.4 Theory of Reasoned Action and Theory of Planned Behaviour. (Source: Montano & 
Kasprzyk, 2008) 
*Note: Upper light area shows the Theory of Reasoned Action; entire figure shows the Theory of 
Planned Behaviour. 
 
 Theory of Gender and Power (TGP) 2.6
The Theory of Gender and Power was developed by an Australian socio-psychologist, 
Raewyn Connell, in 1987, to address the affective nature of relationships (Connell, 1987). 
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This theory stresses that 'gender' is an overarching social structure and not just a matter of 
personal identity. The theory explores reasons for sexual inequity as well as gender and power 
imbalance and has been applied to a number of sexual and reproductive health fields 
including STI prevention as well as gender inequalities in relation to women’s health, and 
sexuality and education (Bui et al., 2010, Wingood and DiClemente, 2000). The Theory of 
Gender and Power is formulated on the basis of the three critical social structures that 
characterise gendered relationships between men and women, these being, the sexual division 
of labour, the sexual division of power, and the structure of sexual and emotional relations. 
Connell (1987) stressed these are all intertwined and exist both at the societal and the 
institutional level where they consistently segregate power and ascribe social norms on the 
basis of gender-determined roles. These structures impact on relationships, families, schools, 
work places and industries, religious institutions, the healthcare delivery system, the media 
and so forth, and create gender-based inequities in women’s economic potential, their control 
of resources, and their role in society (Bui et al., 2010, Wingood and DiClemente, 2000). 
The concept of sexual division of labour recognises that society allocates specific types of 
work on the basis of sex alone. Women are assigned unpaid or low paid tasks such as 
household chores and childcare and men are earmarked for highly paid prestigious positions 
in the workforce. The undervaluation of women’s work and the low wages they receive for 
their labour has profound implications for women’s decision-making power, health and well-
being and affects the most socioeconomically disadvantaged groups most adversely (Bui et 
al., 2010, Wingood and DiClemente, 2000). 
The sexual division of power involves inequality with respect to control over resources at 
national, organisational, familial, and interpersonal levels, with this inequality maintained by 
coercion and abuse of authority (Wingood and DiClemente, 2000, Bui, 2010). Men hold the 
locus of power and women are regarded as 'weak' and 'submissive'. Wingood and DiClemente 
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(2000) identified that HIV risk was highly associated with sexual power disparity, leading to 
little or no perceived control over condom use by women. 
The structure defines the culturally normative roles for men and women and may further 
weaken women’s roles and increase the inequality felt by women in a heterosexual 
relationship (Wingood and DiClemente, 2000). The sexual attachments that women have 
towards men dictate appropriate sexual behaviour and determine norms for prohibitions and 
incitements, beliefs, standards, and expectations (Bui, 2010, Wingood and DiClemente, 
2000). 
 Framework of Unequal Gender Power in SRH 2.7
Sexual and reproductive health status is obviously significantly impacted by the status of 
women in a society, who may feel they have no power to make decisions to use contraception 
or protect themselves against sexually transmitted infections, nor have the financial or social 
independence to seek health services. The studies of Bui et al. (2010) examined focus group 
discussions with female undergraduate students. It concluded that gender inequity potentially 
influenced women’s sexual and reproductive health with regards to health information 
seeking, gynaecological care access, contraceptive use responsibility and childbearing. 
Prior to this study, the sociologist Blanc (2001) had conceptualised a framework that 
specifically addressed the relationship between gender power inequality and sexual and 
reproductive health. According to this framework, characteristics at the individual, 
relationship/couple, and family and community all influence both the balance of power and 
the extent to which individuals have access to, and use of, SRH services. Gender relations can 
have a huge impact on the acquisition of information, decision-making and on taking positive 
actions (Bui, 2010, Wingood and DiClemente, 2000, Bottorff et al., 2011) 
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Figure 2.5 An adapted framework to understand the influence of gender role in sexual and 
reproductive health and the role of change agents in promoting men’s involvement and women’s 
empowerment. (Source: Adapted from Ann K. Blanc, 2001) 
 
A number of components influence the balance of power in sexual relationships and the 
ability of individuals to negotiate and make decisions regarding their sexual and reproductive 
health (Figure 2.5). These components include type of partnership, living arrangements and 
socio-economic circumstances as well as socio-cultural norms, traditions, and politics 
(Population Council, 2001). This multidimensional theoretical framework shows that it is 
essential to take into account the influence of the effects of gender power at several different 
levels. 
Individual’s social and 
economic characteristics: 
Education, economic 
status, place of residence, 
occupation, religion, 
ethnicity 
Demographic 
characteristics: 
Age, sex, marital status 
Relationship 
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structure, residence, 
household economy, 
division of labor 
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characteristics: Cultural, 
social, and political 
 
Access to and use 
of sexual and 
reproductive 
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power in sexual and 
reproductive health 
Violence or threat 
of violence 
Ability to acquire information 
Ability to decide 
Ability to act  
    With 
Reproductive Health 
domains: sexual health, 
fertility regulation, disease 
protection and treatment, 
pregnancy support and delivery, 
abortion, post abortion care. 
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 Application of Theories in the Present Study 2.8
In this work we have used these behaviour and gender power theories to assist our 
understanding of individual, structural and socio-cultural factors that underpin the ability of 
young men and women to negotiate safe sex practices, and to use sexual and reproductive 
health services in Nepal (UNDP, 2014b, Nanda et al., 2012, Thapa and Niehof, 2013, Uprety, 
2011, Acharya et al., 2010a, Regmi et al., 2010a, Connell and Messerschmidt, 2005). All the 
models and theories discussed assist to explain or predict the health-seeking behaviour of an 
individual when applied to the field of sexual and reproductive health. All models and 
theories were relevant when developing the research design and the quantitative and 
qualitative research tools. Indeed some of the models discussed, including the TBP/ and the 
TRA, have been previously applied to understanding health service seeking behaviours in the 
field of sexually transmitted infection and HIV research (Glanz et al., 2008). These models 
have been found to be particularly useful when applied to cross-sectional studies such as this 
study, which explores and seeks to understand attitudes, subjective norms, and behavioural 
intentions of young people.   
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 Chapter 3
Methods 
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 Introduction 3.1
This study consisted of a cross-sectional quantitative survey followed by qualitative data 
collection, comprising focus group discussions and in-depth interviews. Both quantitative and 
qualitative studies were carried out from July to November, 2012 in Nepal. 
 Study Design: A Mixed Methods Pragmatic Approach 3.2
A mixed methods approach was employed. This method combines the constructivism 
research paradigm of quantitative data collection with that of the positivism approach aligned 
with qualitative methods (Morgan, 2007, Greene et al., 1989, Teddlie and Tashakkori, 2009). 
This pragmatic approach capitalises on the respective strengths of each approach, and is 
increasingly used in social science and public health research. Researchers are able to achieve 
a variety of aims by pairing quantitative and qualitative components, including corroborating 
findings, generating more complete data, and using results from one method to improve 
insights gained with the complementary method (Creswell and Plano Clark, 2011, Plano 
Clark et al., 2010, Curry et al., 2009, Creswell et al., 2003). However, the mixed methods 
approach has some drawbacks in that it is expensive, time consuming, and can present 
challenges for analysing conflicting data. In addition, it is difficult for a single researcher to 
carry out mixed methods research (Johnson and Onwuegbuzie, 2004) thus requiring a team 
approach. 
A mixed methods research emerges from the notion that human behaviour cannot be 
understood by one research paradigm alone, given the multidimensional realities that require 
various methods of exploration and understanding. In addition, the aim of research is not to 
establish facts, but to explore and understand these multidimensional realities (Ivanoff and 
Hultberg, 2006). Further the mixed methods approach facilitates the triangulation of data, 
which acts to improve researcher's understandings (Creswell and Plano Clark, 2011). The 
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concept of triangulation was described by Webb, Campbell and co-workers in1966 and 
widely defined by Denzin in 1978 as 'the combination of methodologies in the study of the 
same phenomenon'. By approaching phenomena from different perspectives, it allows greater 
confidence in a researcher’s findings and overcomes the weakness or intrinsic biases that arise 
from single method, single-observer and single-theory studies (Johnson et al., 2007, Creswell 
and Plano Clark, 2011). Triangulation can use multiple quantitative approaches (within 
methods), or both quantitative and qualitative approaches (between-methods) (Johnson et al., 
2007). This body of work triangulated data from three different methodological approaches, 
including data from quantitative household cross-sectional surveys of young men and women, 
as well qualitative data from focus group discussions and in-depth interviews. 
It is widely acknowledged that the mixed methods approach increases reliability of research 
results, increases the 'thickness and richness' of data and analysis and helps to uncover 
contradictions which may lead to a deeper understanding of complex phenomena (Johnson et 
al., 2007, Farmer et al., 2007, Johnson and Onwuegbuzie, 2004). Researchers express divided 
opinions about whether the quantitative should follow or precede the qualitative component, 
or both be done simultaneously. Bryman (2007) suggested that if the quantitative follows the 
qualitative, the qualitative results should not just be used as a 'springboard for hypothesis 
testing' but also used to interpret quantitative results. 
The current study followed this approach and is based on a concurrent mixed methods design 
in which in a single phase two types of data were collected and analysed (Creswell, 2013, 
Cameron, 2009). Firstly household face-to-face interview surveys were conducted using a 
structured questionnaire as the quantitative data collection method, followed by qualitative 
research using in-depth interviews with the same sub-set of research subjects in order to 
explore more of their personal experiences and perspectives relating to sexual and 
reproductive health issues. Finally, focus group discussions were held with another group of 
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youth, recruited at the same time as the household survey, in order to assist in explanation and 
understanding of the results from the quantitative study. 
 Study Setting 3.3
The study was conducted in the urban areas of the Kathmandu valley, which are the densely 
populated cities: Kathmandu Metropolitan city, Lalitpur Sub-metropolitan city and three 
municipalities, namely Bhaktapur, Kirtipur, and Thimi. According to the 2011 census, the 
total population of the study area was approximately 1.4 million, and comprised of nearly 
360,000 households (CBS, 2012). The major social group here is the Newar community (the 
traditional inhabitants) however a considerable recent influx of internal migration of people 
from outside of the Kathmandu valley is leading to an increasingly mixed community. The 
area was selected for the study due to it being a typical representation of youth. The public 
health facilities in the study areas are managed by the respective metropolitan city, sub-
metropolitan city and municipality authorities. 
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Figure 3.1 Map showing the study areas within the Kathmandu Valley. (Source: Huntington, 
Detailed Map of Asia, http://huntingtonarchive.osu.edu/resources/detailedMaps.php) 
 
 Ethical Considerations 3.4
The study obtained ethics approval from the University of Sydney’s Human Research Ethics 
Committee and the Nepal Health Research Council (Appendix A). Participants signed written 
informed consent forms and assent forms in the case of those below 16 years of age, after 
appropriate consent was obtained from their guardians (Appendix A). When participants were 
not able to read independently, the appropriate information sheet was read to them. The 
consent form clarified  that subjects had been briefed about the study and informed about their 
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participation in the research project, as well as assured of the confidentiality of their responses 
and information, and had thus given their informed consent to participate in the study. The 
participants were free to refuse involvement or withdraw from the study at any time. 
Confidentiality of the information was maintained by omitting identifying names from the 
questionnaire and in addition, respondents were interviewed in a separate room away from 
other family members in order to maintain privacy. To protect the privacy of participants, no 
identifying information was used in any of the questionnaires, or in any publications arising 
from the work. 
 Quantitative Survey 3.5
 A Cross-sectional Study 3.5.1
A cross-sectional study design was used. Young men and women aged 15 to 24 years of age 
were recruited via a household survey. 
Inclusion criteria 
The inclusion criteria included married and unmarried young men and women aged between 
15 and 24 years, residing in the study area during the study period, and voluntarily willing to 
take part in the study. Young people were included if they were a member of the selected 
household, or a visitor who had stayed in the household the night before the day of the survey. 
Exclusion criteria 
Potential participants in selected households who were either critically sick, hospitalised, 
unable to speak, or visitors who had not stayed overnight in the household before the day of 
the survey were excluded from the study. 
 Sample Size 3.5.2
A total of 1400 participants aged 15 to 24 years were recruited for the study, of which 720 
were female and the remaining 680 were male. The sample size for the survey was calculated 
based on a 95% confidence interval, a 5% margin of error, a 1.6 design effect and 10% non-
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response rate, and was based on data from the 2011 Nepal Adolescents and Youth Survey and 
the Nepal Demographic Health Survey 2011. These surveys had found the prevalence of 
young Nepalese men and women aged 15 to 24 years who had experienced sexual intercourse 
before the age of 18 to be 38% and 50% respectively (MoHP Nepal, 2012). This outcome has 
chosen from the previous studies to calculate the sample size for this study because all the 
outcomes relating to sexual and reproductive health such as contraceptive prevalence rate, 
prevalence of young women and men aged 15-24 who had sexual intercourse before age 18, 
prevalence of premarital sexual intercourse among 15-24 years men and women, proportion 
of young women aged 15-24 who had prior knowledge of contraceptive methods, proportion 
of married young women and men aged 15-24 participated in all 3 decision-makings, and 
others used at the time of first sexual intercourse relating to youth yielded less sample size for 
the study. Therefore, the outcome that yielded the largest sample sizes for both males and 
females were chosen for more representative of the population, limiting the influence of 
outliers or extreme observations. 
In calculating the required number of households to be recruited, the sampling frame 
considered the proportion of youth aged 15 to 24 years. In the study areas of interest, this 
accounted for 12% females and 13% males, and an average household size of 4.6 members 
(CBS, 2012). Therefore, it was expected that in almost every household approached there 
would be at least one youth aged 15 to 24, either male or female. Since the sample was a two-
stage stratified cluster sample, sampling weights were calculated based on sampling 
probabilities separately for search sampling stage. 
The sample size required for this study was calculated according to the following formula 
(United Nations, 2005): 
Formula: 
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n=   where, 
n=required sample size 
4=is a factor to achieve the 95% level of confidence 
P=estimated prevalence of variables that is going to interest to assess 
m=margin of error at 5% (standard value of 0.05) 
f=the sample design effect, according to the Nepal Adolescents and Youth Survey 2011 is 1.6 
for the urban young people. 
Young women aged 15 to 24 who have had sexual intercourse: 
= = = =711 
Young men aged 15 to 24 who have had sexual intercourse: 
= = = =670 
Thus, with a 95% confidence level the total sample size was 1381, including 711 females and 
670 males.  In order to interview this numbers of youth in the selected study area a total of 
1381 households were required to be approached. Therefore, the formula for the number of 
households required to obtain the desired sample size for the study area was calculated 
according to the following formula (United Nations, 2005): 
Formula: 
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n, is   , where 
– n is the required sample size in terms of number of households, for the key 
indicator 
– 4 is a factor to achieve the 95% level of confidence 
– p is the prevalence/proportion of who had sexual intercourse before age 18, 
which is 49% for women and 38% for men 
– f is the sample design effect, deff, according to the NDHS 2011 it is 1.6 for 
contraception use, fertility rate, childbirth assisted by SBAs and married before 
age 20 (for male only) in the urban sample; 
– 0.9 i.e. (1-0.1) anticipated non-response rate is 10% 
– 0.05 is the margin of error to be attained at the 95% level of confidence i.e. 5% 
(standard value of 0.05) 
– r is the proportion of the total female youth upon which the indicator, p, is 
based, that accounts 12% female and 13% male in the study area 
– nh is the average household size, which is 4.6 in the study sites (CBS, 2012) 
  = 1292 
Therefore, 1292 households were required to be visited in order to obtain the total sample of 
710 females from the study area. 
  = 1121 Households 
In order to obtain the required sample of 680 males from the study site, a total of 1211 
households had to be visited. 
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In order to interview the required number of respondents as per the cluster sampling method 
conceived for this study a total of 1,400 youth were required. This figure was calculated from 
the requirement of recruiting a total sample of 711 females and 670 males, or a total of 1292 
and 1121 households. 
 Sampling Procedures 3.5.3
Quantitative data were collected using a two-stage cluster sampling design. In the first stage 
of sample selection, primary sampling units (clusters or wards) were randomly selected using 
a probability proportional-to-size. Households were randomly selected from the household 
recorded in 2011 census. The current study adopted the World Health Organisation cluster 
sampling technique especially designed for household surveys of health in developing 
countries to carry out an approximately valid sample survey in such a situation to obtain 
accurate and precise results (Milligan et al., 2004, Henderson and Sundaresan, 1982). 
According to this, in order to recruit the required number of samples out of a total of 110 
clusters, 40 clusters were randomly selected from the study areas, using household and 
population information from the 2011 Population Census, developed by the Central Bureau of 
Statistics. In the second stage of the cluster sampling design, 35 households in each cluster 
were selected using a systematic sampling technique, to recruit 18 households for females and 
17 for males.  
Of the total of 35 predetermined households for each selected ward, 18 households were 
selected for interviewing eligible males and 17 households were selected for interviewing 
eligible female respondents. Only one interview was conducted from selected households, 
ensuring that no male and female respondents came from the same household. If there was 
more than one eligible female or male respondent in the household, the respondent was 
randomly selected through a specially designed simple selection procedure based on the Kish 
Grid (Kish, 1965), which was built into the Household Questionnaire. The Kish table is a 
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statistical tool to facilitate randomness when households have more than one individual that 
satisfies the eligibility criteria. 
 Questionnaire Design 3.5.4
The questionnaire used to collect quantitative data in the current study consisted of standard 
items that had been adapted from previously carried out and validated studies from similar 
settings, including questions from the Nepal Demographic Health Surveys (MoHP Nepal, 
2012, MoHP Nepal et al., 2007, Pulerwitz et al., 2000, Cleland et al., 2001, Pulerwitz and 
Barker, 2008). Some items were modified and added to the questionnaire to suit the particular 
context of the study. Two questionnaires were prepared—the 'household questionnaire' and 
the 'individual questionnaire'. The household questionnaire was used to gather basic 
information about participating households and characteristics of all individuals living there. 
The individual questionnaires were administered to all youth aged 15 to 24 years by trained 
male and female research assistants with the male research assistants interviewing the male 
participants, and the female research assistants interviewing the female participants. 
The 140-item individual questionnaire was used to collect data relating to the following; 
respondent source of information and knowledge on sexual and reproductive health, sexual 
activity and experiences, attitudes towards sexual and reproductive health and gender norms, 
use and perceptions towards use of sexual and reproductive health services and socio-
demographic factors (Appendix A). Two validated scales, the Gender Equitable Men Scale 
(GEM) and the Sexual Relationship Power Scale (SRPS) were included in the questionnaire. 
The Sexual Relationship Power Scale 
We used the Sexual Relationship Power Scale which consists of 23 items measuring power 
within sexual relationships (Cronbach’s alpha of 0.84)   in the two dimensions of Relationship 
Control and Decision-Making Dominance (Pulerwitz et al., 2000). This scale was developed 
based on Connell's Theory of Gender and Power (Connell, 1985) and the Social Exchange 
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Theory (Emerson, 1981), which posit that gender inequalities within the household are partly 
responsible for men's disproportionate power over decision-making. Although the SRPS was 
originally developed for use exclusively with women, other researchers have used this tool 
more broadly, including in men as well as in many settings. 
The Relationship Control subscale uses a 4 point Likert scale (1=strongly agree; 4=strongly 
disagree) and asks questions about women’s perceptions towards their partners’ behaviour 
towards condom use, as well as how much the partner controls what the woman does. The 
Decision-Making Dominance scale provides an assessment of an individual’s perception of 
power to make decisions within interpersonal relationships and uses a three-point Likert scale 
(1=your partner, 2=both or equally, or 3=you) (Pulerwitz et al., 2002). The two scales can be 
used separately or together, depending up on the aim of the research as suggested by authors. 
The subscales have good internal consistency reliability (alpha=0.84). In this study we used 
20 items, 13 items from the Relationship Power and 7 items from the Decision Making 
Dominance. Using the scoring procedures provided in Pulerwitz, Gortmaker and Dejong 
(2000) scale scoring were spilt into three separate and equal categories as low, medium and 
high power. Higher scores are indicative of higher levels of sexual relationship power. 
The Gender Equitable Measure 
The GEM scale measures gender inequitable and equitable norms and is highly valid and 
widely suited to use in many countries (Pulerwitz and Barker, 2008). The scale consists of 24 
items scored on a three point Likert scale (1=agree, 2= partially agree, 3=disagree). Seventeen 
of the items measure gender inequitable norms, while 7 items measure gender equitable 
norms. In this case, the Cronbach’s alphas for the 'inequitable' and 'equitable' subscales were 
0.85 and 0.77, respectively (Pulerwitz and Barker, 2008). The modified version of GEM Scale 
is the standard scale that has been validated in different settings and there are two items in the 
GEM scale i.e. equitable gender norm sub scale that has 7 items and inequitable gender norm 
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sub scale that has 17 items. In this study we used the later, inequitable gender norm sub scale 
and employed the 14 items that are appropriate contextually in Nepal. Based on the current 
study objectives the decision was made to use 14 items from the inequitable subscale having 
high reliability compared to the equitable GEM subscale. Only items related to gender roles, 
sexuality/sexual relationships, reproductive health and masculinity were included. 
Respondents were asked to indicate whether they 'agree' (scored 1), 'partially agree' (scored 2) 
or 'disagree' (scored 3) with items about inequitable gender norms. Therefore, the possible 
minimum score was 14 and the maximum was 42 for 14 items. After assigning weights to 
each item, all the statement variables were added to generate the GEM scale score. 
Classification into three categories by their total scores as ‘low’ (score 18 to 26), ‘moderate’ 
(score 27 to 34) and ‘high’ (score 35 to 42) provide support for equitable gender norms.  As 
12% of the respondents scored in the low gender equity subset this was merged with moderate 
gender equity subset to examine groupings of low/moderate versus high gender equity. 
 Validity and Reliability 3.5.5
In this study every effort was made to maintain the reliability and validity of data. The two 
questionnaires employed questions from the Nepal Demographic Health Surveys and the 
Gender Equitable Men and Sexual Relationship Power Scale, that had previously been 
extensively used and validated in similar settings, and those items particularly relevant to the 
current research topic were selected (MoHP Nepal, 2012, MoHP Nepal et al., 2007, Pulerwitz 
et al., 2000, Cleland et al., 2001, Pulerwitz and Barker, 2008). The topics were sourced from a 
social science research initiative on adolescent sexual and reproductive health in developing 
countries undertaken by UNDP/UNFPA/WHO/World Bank Special Programme of Research, 
Development and Research Training in Human Reproduction (Cleland et al., 2001). The 
questionnaire was prepared in English and then translated into Nepali. The questionnaire was 
tested for validity and reliability prior to use by administration to 50 youths both male and 
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female recruited from non-study areas. No major changes were considered necessary to be 
made to the questionnaires, and the pre-test completed questionnaire results were not included 
in the study. Issues such as the directness and clarity of the questions, and the average time 
needed to complete the questionnaire, as well as logistical and ethical issues were assessed in 
the pre-test. 
 Data Collection 3.5.6
Fieldwork was coordinated by a research officer assigned by the Centre for Research on 
Environment Health and Population Activities (CREHPA) after ethical approval of the 
proposed study from the Nepal Health Research Council, in close collaboration with a local 
research organisation. Fieldwork was carried out between August and November 2012. 
Both male and female research assistants were employed for data collection with the 
assistance of the CREHPA. A total of 30 young research assistants were recruited with a 
mixture of males and females, including six supervisors with graduate or postgraduate 
qualifications in social science, education, and/or health. The requirement was imposed that 
research assistants should have prior experience conducting field research on sensitive issues, 
such as sexual and reproductive health and/or gender-based violence. In most cases 
interviewers and supervisors were aged between 21 and 30 years, worked for the CREHPA 
and had prior interviewing experience. 
The chief investigator (LT) organised a five-day training workshop, focused on issues such as 
the research instruments, interview techniques, ethics, sampling, procedures for taking written 
consent, aspects of confidentiality and maintaining professional impartiality (such as 
demonstrating non-judgemental behaviour) for the benefit of all the research assistants. All 
interviewers were oriented to the conceptual framework underpinning the research. The chief 
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investigator conducted mock interviews in order to enhance interviewer skills and to ensure 
the procedures were standardised. 
A location map was given to each team of two males and two females who had to separately 
interview male and female respondents. Each team had a supervisor to oversee the work in the 
field and to answer any questions, thus minimising the possibility of errors in filling out the 
questionnaire. The chief investigator (LT) visited each location daily in order to monitor the 
data collection. The current study used the standard procedures of the Nepal Demographic 
Health Survey in locating sample households and identifying eligible participants. These 
procedures specify that both permanent and temporary residents of the study area living in 
rental properties as well as urban slum dwellers, factory workers and rural people residing in 
urban settings will be included. Matching the age and sex of participants and the research 
assistants helped to create an atmosphere of open discussion about sexual issues (Jewkes et 
al., 2006). 
Informed Consent 
Interviews took place at the household, either in a private indoor space or outside in the open 
away from other people, depending of choice of respondents. At this place an information 
sheet was read to participants in the local language and if they agreed to participate, they were 
asked to sign the consent form. To ensure anonymity, participants’ names were not recorded. 
One-on-one interviews took place in a private room. Interviewers read out the questions to the 
participants who responded and the interviewers recorded their responses on the printed 
questionnaire. In the case of youth aged between 15 and 16 years inclusive, guardian consent 
was obtained before the youth signed the assent form, as required by the conditions imposed 
by the Ethics Committee. 
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Data Checking 
The primary researcher provided overall logistic arrangements and daily supervision of 
fieldwork in order to ensure reliability and accuracy of data. Questionnaires were checked by 
interviewers for completeness and correctness at the end of each interview, before the 
interviewer left the interviewee’s household, and at the end of each day in the field  
supervisors rechecked each interviewer's day’s work upon submission. Interviews lasted for 
an hour. 
 Management and Analysis of Quantitative Survey Data 3.5.7
After checking all questionnaire data including the opened-ended questions were coded  
before being entering into the Census and Survey Processing System (CSPro), a standard 
software package developed by the U.S. Census Bureau and ICF International (Ponnusamy, 
2012). An experienced data entry professional was assigned from the CREHPA for data entry 
using programmes designed through utilising dBase database software. The data entry 
program was designed to control possible errors in terms of outlying values and internal 
inconsistencies. Validation of data entry was ensured by re-entering 10% of the data. As only 
minor errors were observed in a few entries. When data entry was completed, the researcher 
was involved in identifying errors in data, if any. Any inconsistencies and outliers on data 
entry were corrected manually. 
Data Analysis 
The whole data sets were transferred to the software of the IBM Statistical Package for the 
Social Sciences (SPSS) software Version 15.0 system files and then weighted and analysed 
using the same program with the latest Version 22 (SPSS Inc., Chicago, IL, USA) complex 
samples procedures to account for the sampling design in the calculation of the association 
measures. The five per cent level of significance was used and thus p-values <0.05 were 
considered statistically significant. After data cleaning and checking, frequencies and 
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differences between groups were measured using the chi-square test at 95% confidence 
intervals and presented in two-by-two tables. For continuous variables such as age, the 
summary took the form of mean values with a 95% confidence interval and standard deviation 
as well as interquartile range. For binary variables, the summaries were presented as 
percentages with a 95% confidence interval. We applied both bivariate and multivariable 
logistic regression statistical techniques in this study to examine the relationships between 
outcome variables such as knowledge, experience, and utilisation of sexual and reproductive 
health as well as attitudes towards gender equity and outcome variables. First, chi-square and 
multiple regression statistics and corresponding probability levels were computed. The chi-
square and multiple regression statistics tested the overall statistical significance and their 
corresponding 95% confidence limits were calculated to assess the association between 
individual variables, contraceptive use, attitude towards gender scale, number of sexual 
partners, and knowledge on contraceptive, abortion and sexually transmitted infections. 
 Variables and Measurements 3.5.8
Dependent Variables 
Knowledge of sexual and reproductive health 
We measured knowledge of sexual and reproductive health from the questions drawn from 
previous studies. There were questions related to timing of pregnancy, legislation of abortion, 
and type of contraception and type of sexually transmitted infection that the participant had 
heard of previously. 
Source of information 
Using the questionnaire designed by the WHO (2001) the study participants were asked about 
their main sources of information about puberty, sex, contraception, pregnancy, and sexually 
transmitted. 
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Gender Equity 
Attitudes towards gender equity were measured using the GEM scale as described above 
(Pulerwitz and Barker, 2008). The questions asked focused on sexuality/sexual relationships 
and reproductive health. 
Sexually Transmitted Infections 
Youth were asked questions including whether they had heard of infections that can be 
transmitted through sexual contact, whether they had ever had an infection through sexual 
contact, if they had experienced sexual infection in the past 12 months, and where they would 
go to seek medical advice or treatment if suspecting infection as well as what they considered 
to be the main barriers in preventing young people using the available sexual and reproductive 
health services. 
Sexual Activity 
The later in life sexual activities of youth are influenced by factors such as age at first sexual 
experience, number of sexual partners and whether contraception was used at first sexual 
contact (Teachman, 2003, Moronkola and Fakeye, 2007, Adhikari and Tamang, 2009, Wong, 
2012, B. C. and P. L., 2013). Numerous studies have shown the aforementioned factors to be 
linked with sexual behaviour and they are therefore analysed in more detail as part of the 
current study. The questionnaire asked whether a respondent had ever had sexual intercourse 
in their life time, and if so, with whom, and what age were they at first sexual intercourse, and 
what was their relationship with whom they had their first experience of sexual intercourse.  
In addition, the respondent was asked to specify their number of lifetime sexual partners and 
whether or not they had used contraception in their first, last and current relationships. The 
number of sexual partners was assessed by the question 'How many sexual partners have you 
had in the past 12 months?' If participants replied that they had more than one sex partner in 
this time period they were classified as having 'multiple sexual partners'. Respondents were 
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asked if they had ever contracted a sexually transmitted infection in order to obtain 
information about this issue. Whether first intercourse was forced or not was assessed by 
asking whether the woman was willing or not when she had sex for the first time.  
Contraception use 
Contraception use was measured by participant's self-reporting of the use of any modern 
contraception method including condoms, the contraceptive pill, injectables, implants, intra-
uterine devices or sterilisation procedures (of both male and female) at their first, and the 
latest, sexual relationship.  
SRH communication 
This was measured based on discussions with sexual partners about the importance of safe 
sex, contraception use, pregnancy, sexual intercourse, and ability and ease in talking openly 
about sexual safety. 
Health seeking behaviour 
When participants were asked if they had ever visited a health facility or doctor to request 
services or information related to contraception, abortion, pregnancy or sexually transmitted 
infections their answers were categorised into either negative or affirmative. Those who 
replied in the affirmative were further asked to report how many times they had sought sexual 
health services or information from a health facility or doctor in the past 12 months. In 
addition, they were asked to report the type of health facility they had visited, the reason for 
visiting the doctor or health facility in their last visit, reasons for any preference of type of 
health facility they would like to visit in future, as well as the person (i.e. healthcare 
professionals, teachers, friends, NGO workers, siblings) that they prefer to seek help from in 
relation to information and services relating to pregnancy, contraception and STIs. 
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Independent Variables 
Socio-demographic factors (age, education, marital status, and place of residence) have been 
identified in numerous other studies as potential confounders of the knowledge, sexual 
activity, contraception use, relationship between gender norms and sexual relationship power. 
Thus the following variables were also assessed in the current study. 
Age 
Standard age category groups used for youth include those of 15 to 19 years and 20 to 24 
years. 
Education 
Nepal’s formal education system is classified as primary (grades 1 to 5), lower secondary 
(grades 6 to 8), secondary (grades 9 to 10) and higher secondary (grades 11 and above). The 
current study therefore has grouped youth’s education under the following three categories; 
lower secondary and below (grade 0 to 8), secondary (9 to 10), and higher secondary and 
above (grade 11 and above) which equated to obtaining the School Leaving Certificate. The 
respondents who had obtained informal education or were unable to read and write were 
grouped as the 'lower secondary and below education'. 
Ethnicity 
Although Nepal is socio-culturally diverse with a mix of 125 caste or ethnic groups and 123 
language speaking communities; it can be broadly classified into two main groups in terms of 
language. These are the Tibeto-Burmese and the Indo-Aryan groups. Therefore, respondents 
in this study have been classified accordingly into two groups. 
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Religion 
According to the recent 2011 census in Nepal there are ten different types of religious groups. 
However, due to the prominence of the Hindu religion in Nepal, in this study only two 
categories were used, that of 'Hindu' or 'non-Hindu'. 
Sexual Relationship Power 
Sexual relationship power was measured using the Sexual Relationship Power Scale 
(Pulerwitz et al., 2000) as previously described. 
 Qualitative Research 3.6
The objective of the qualitative research was to describe young people’s perceptions, views 
and experiences on gender relations in sexual relationships, and to understand young people’s 
perceptions of gender inequality in access to, and use of, sexual and reproductive health 
services. The methods included focus group discussions and in-depth interviews which are 
discussed below. To recruit participants for the focus group discussions and in-depth 
interviews a purposive sampling technique was used. 
 Focus Group Discussions (FGDs) 3.6.1
Focus group discussions usually involve between 4 to 12 participants and are useful for 
obtaining data on social norms and cultural expectations (Carlsen and Glenton, 2012, Carlsen 
and Glenton, 2011, Morgan, 1997). A key distinctive feature that distinguishes 'focus group 
discussions' from 'in-depth interviews' is that the focus group emphasises the interaction 
among participants with the facilitator only moderating the discussion, whereas the in-depth 
interviews emphasise interactions between the interviewer and participant. Although the focus 
group discussion is ‘focused’ on a collective activity (Duggleby, 2005, Reed and Payton, 
1997, Kitzinger, 1994), there is also room to use the focus group discussion to discuss 
participants’ views in a group, since the group shares common societal views. Focus group 
84 
discussions are generally used in pre- or post-surveys to elicit detailed participant views about 
particular issues. One advantage of using focus group discussions is  the utilisation of group 
interactions, which allows the collection of very extensive and detailed data about the 
experiences of people in general (Webb and J, 2008, Barbour, 2005). Kitzinger (1995) 
stresses that focus group discussion captures information that would be otherwise difficult, or 
indeed impossible, to obtain from face-to-face individual, in-depth interviews. 
Focus group discussion helped to tap into discourse to explore issues on factors potentially 
obstructing and facilitating safe and wanted sex. These factors included unintended pregnancy 
and its consequences, gender roles and sexual attitudes, gender inequality, risky sexual 
behaviours, views on condoms and other safe sex techniques, health seeking behaviour and 
barriers to accessing health care services. 
In the current study, focus group discussions facilitated the sharing of a wealth of detailed 
information and deep insight on how sexual risk taking behaviour and gender inequality takes 
place in sexual relationships. The chief researcher, along with selected experienced research 
assistants, facilitated the focus groups. A total of eight focus group discussions were 
conducted with 72 young people. The size of focus groups ranged between eight and fourteen 
participants per group. Groups were formed to be as homogenous as possible structured by 
sex (male or female), age group (15 to 19 years or 20 to 24 years) and marital status (married 
or unmarried). This group formation was designed to best assist in providing a comfortable 
environment for sharing thoughts and ideas with other individuals, thus minimising the 
impact of social hierarchies that could inhibit discussion in sensitive issues such as sexual and 
reproductive health (Patton 2014). 
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Sampling for FGDs 
Eligible participants were recruited from a wide variety of work settings in the selected study 
area, such as colleges/universities, transport/ driver’s trade unions, women’s groups and non-
government organisations. In order to recruit eligible participants the research assistants 
individually contacted the authorities in these organisations and sought verbal permission to 
approach potential participants. Potential participants were informed about the purpose of the 
study and those who were willing to participate were advised of scheduled dates, venues and 
times in their locality for the focus group discussions. The authorities in these workplaces had 
no influence over whether or not a young person in their organisation participated, nor had 
knowledge of who had agreed to participate. Participation was entirely voluntary and 
obligation free. 
 Interview procedures 3.6.2
Informed consent 
Sessions began with the research assistant introducing the study by reading out loud the 
information sheet with all safety and ethical issues to the participants and asking them if they 
were willing to participate in the study. No young people refused, and almost everyone was 
interested to take part throughout  the sessions. The informed consent forms were then signed 
and discussions were conducted in a private room at the selected sites. 
Interview procedures 
In order to ensure that the participants felt as relaxed as possible about discussing sensitive 
issues around the topics of sex and relationships, the focus groups were held away from the 
work place or the educational institution from where the participants were originally 
recruited. Youth were requested to complete their demographic information anonymously. A 
trained and experienced research assistant who facilitated the sessions led focus group 
discussions. A note-taker was responsible for taking notes and audio-recording the 
86 
discussions, which lasted 45 to 90 minutes per session. The focus group discussion guide 
(Appendix A) covered the major thematic areas contained in the validated sexual and 
reproductive health research instrument designed by the WHO (Cleland et al., 2001) for 
young people. The discussion guide was flexible to allow related but unforeseen issues to be 
discussed. The initial questions focused on male and female household and social roles and 
responsibilities, gender inequalities, and societal perspectives towards males and females. The 
discussions eventually progressed to the more sensitive issues of sexual and reproductive 
health. To facilitate open discussion, participants were invited to narrate individual 
experiences as stories that they had heard about from other people. Participants were 
reminded not to disclose their personal issues during the discussions. The discussions were 
recorded after obtaining permission from the participants. Participants were served with 
refreshments at the end of the discussions. In general, most of the participants were reported 
to participate actively and facilitators ensured that no one participant could dominate the 
discussion by giving all participants equal opportunity to share their views. 
In-depth interview 
The in-depth interviews sought to gain more detailed individual information about personal 
experiences of SRH and gender issues. 
Sampling 
This subset consisted of participants who had identified as being sexually active and currently 
in a relationship, having a history of multiple sexual partners, sexual coercion, harassment, 
abuse, and abortions. Among those surveyed, eleven respondents who were willing to share 
their personal experiences and perceptions about gender and sexual and reproductive issues 
were invited to take part in the in-depth interviews. Respondents were selected based on their 
history of having multiple sexual partners, abortion or having faced problems in their sexual 
relationships. The respondents were chosen purposively because they were experienced, 
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knowledgeable and informed about the issues explored in this research. Of the total of eleven 
youth, six were female and the remaining five were male. An interview guide (Appendix A) 
was used during the interviews with facilitator probing to elicit information from participants 
that covered the major thematic areas contained in the validated sexual and reproductive 
health research instrument designed by the WHO (Cleland et al., 2001) suggested for use in 
conducting study with young people. 
Informed consent 
The selected respondents were interviewed at a locality of their choice, which enabled 
researchers to obtain in-depth information about participant’s individual experiences 
regarding sexual relationships, and their perceptions and experiences towards gender 
inequalities. Those participants who were willing to take part in the study were asked to 
provide their written consent. All interviews were audio-recorded with permission from the 
participants. Participants received a gift worth 250 Nepali Rupees (~3.20AUD) at the end of 
the interview as appreciation for their participation. 
 Management and Analysis of Qualitative Data 3.7
Audio recorded data from focus group discussions and in-depth interviews were transcribed 
verbatim. In the case of the focus group discussions facilitators and note-takers met briefly 
following each focus group to review and refine the written notes. Transcription reliability 
and accuracy were checked in a random sample of transcripts by an independent transcriber. 
The transcripts that were in Nepali were translated to English and back translated by an 
independent transcription specialist, to compare with the original script to check for any 
deviations. No significant deviations were found. The transcripts were manually analysed and 
data were classified into codes and categories. The data themes were formulated around the 
objectives of the study, through repeated reading of the transcripts. 
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We used thematic content analysis, defined as bringing all data together, comparing and 
discussing related themes and examining their relationship within individuals and between 
groups, for the analysis of the data (Webb and Kevern 2008). This process involved reading 
and re-reading through text to identify keywords, terms, or ideas that were repeated in the 
transcripts. We also used decontextualisation and recontextualisation of the text (Grbich, 
2013) in which parts of the transcripts (such as quotations) are lifted out so that they can be 
closely analysed together with other similar respondents’ quotes before being 
recontextualised. Each theme we identified was named with a phrase that summarised the 
content of the theme, sometimes quoting a catchy phrase from a respondent. The major 
themes that emerged from the transcripts are presented in detail in the qualitative results 
sections. 
 Methodological Challenges 3.8
One of the major challenges and sources of consideration from the beginning of this study 
concerned the issue of recruitment of youth from urban areas for participation in the study. 
Translating the detailed sampling and data collection strategy of the initial proposal to the 
field presented numerous challenges. Also, it took two months to get the ethical approval 
from the National Health Research Council. Therefore, the actual field work started later than 
planned. The recruitment started from August and ended on 30
th
 November 2012, which was 
the rainy season which caused the roads to be difficult to access. The timing was also less 
than ideal with respect to the academic year as many of the youth were not at home because 
they were attending their educational colleges, which had a variety of starting times from 
morning at 6 am to afternoon 12 noon. Besides, a 15-day long major national festival, 
Dashain fell during the period followed by another national festival, Tihar. Therefore, most of 
the youth who came to study and work in the Kathmandu valley were away for almost a 
month or more.  
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In addition, there were sampling challenges because of the informal settlement. Although the  
recent (2012) sampling framework was accessed from the Central Bureau of Statistics, it 
was only based on ward, a small administrative unit of study clusters /wards which were 
randomly selected because it was yet to prepare a sub-ward sampling framework which would 
be more reliable, specific and easier for field work reducing the time and travel. The maps 
obtained from the government officials were not updated and considerable change had 
occurred between the time of the map production and the time of fieldwork. However, 
collaborating with the CREPHA, knowledgeable fieldworkers map all dwellings in the study 
area which was time consuming and expensive. Respective field supervisors were asked to 
sketch a map of their assigned supervisory location dwellings to capture all dwellings since 
they were not numbered and road or paths were confusing. Similarly, access to the potential 
individual respondents was another challenge because most of the building owners with a 
high wall refused to open the gate. Research assistants were asked to make at maximum three 
visits to approach selected household individual. Some of the youth parents refused to allow 
us to approach their children. As asserted by Mathee et al. (2010) in a developing world 
setting, there are a number of challenges researchers have to face while conducting surveys in 
urban areas and to overcome these problems in relating to data quality, mixed methods would 
be useful because large scale quantitative analysis enables the diversity (and inequality) in 
cities to be captured while qualitative research illuminates the complexity and dynamics of 
life in a city.  
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 Chapter 4
Results: Quantitative Study 
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 Introduction 4.1
This chapter presents the results of analyses of the quantitative data relating to respondents' 
knowledge and understanding of sexual reproductive health issues, collected from the 
household level cross-sectional surveys. It has been divided into five major sections. The first 
section presents an overview of the respondents' socio-demographic characteristics, and the 
second section presents information relating to SRH knowledge, focusing on pregnancy, 
abortion, contraception and sexually transmitted infections. In the third and fourth sections, 
respondents nominate their current and preferred sources of SRH information as well as the 
SRH topics they discuss, their sexual behaviour and experiences, and sexual communication 
issues. In the final section of this chapter the data pertaining to utilisation of SRH services is 
presented and discussed. 
 Socio-demographic Characteristics 4.2
In order to achieve the desired sample of 720 women and 680 men, the interviewers needed to 
visit a minimum of 1400 households. In total however, they visited 7,060 households before 
they attained the required number of young women and men who completed questionnaires. 
Of all the households visited, 65% had no eligible young men or women identified for study 
participation. Of the remaining 2471 households, 16% of the occupants of the household did 
not open the gate, 28.6% did invited the interviewer in but did not have a young person at 
home at the time of the interviewer’s visit. Of the total 2,076 selected subsample of 
households that received interviewers, in only 4% of cases did the members of the household 
refuse to participate in the study, yielding a 96% response rate. 
The majority of young men and women were aged 20 to 24 years (53% male and 52% 
female), had never been married (95% male and 67% female), were urban in origin (50% 
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male and 55% female) and lived in a 'nuclear family' situation (81% male and 77% female) 
(Table 4.1).  
 
Table 4.1 Socio-demographic characteristics of young people aged 15 to 24 years by sex 
Background Characteristics 
All (n=1400) Male (n=680) Female (n=720) 
P value 
No. (%) No. (%) No. (%) 
Age (years)     
15-19 672 (48.0) 323 (47.5) 349 (48.5) 
0.084 
20-24 728 (52.0) 357 (52.5) 371 (51.5) 
Mean age (years) 19.8 19.7 19.8  
Marital Status     
Never married 1133 (80.9) 647 (95.1) 486 (67.4)  
Married 267 (19.1) 33 (4.9) 234 (32.6) <0.001 
Place of origin     
Rural 669 (47.8) 343 (50.5) 326 (45.3)  
Urban 731 (52.2) 337 (49.5) 394 (54.7) 0.133 
Family Type     
Nuclear  1109 (79.2) 553 (81.3) 556 (77.2)  
Extended 291 (20.8) 127 (18.7) 164 (22.8) 0.204 
Age at first marriage (years)     
≤19^ 168 (63.0) 11 (33.8) 157 (67.1) 
0.007* 
≥20  99 (37.0) 22 (66.2) 77 (32.9) 
Ever studied at school     
Yes 1374 (98.1) 676 (99.4) 698 (97.0) 
 
No 26 (1.9) 4 (0.6) 22 (3.0) 
Education     
Lower secondary and below (Grade 0-8)
†
 187 (13.4) 63 (9.3) 124 (17.2) 
<0.001 Secondary (Grade 9-10) 489 (34.9) 228 (33.5) 261 (36.3) 
Higher Secondary and above (Grade 11 and 
above) 
724 (51.7) 389 (57.2) 335 (46.5) 
Ethnicity     
Tibeto-Burmese  686 (49.0) 319 (47) 367 (50.9) 
0.336 
Indo-Aryan 714 (51.0) 361 (53.0) 353 (49.1) 
Religion     
Hindu 1151 (82.2) 564 (82.9) 587 (81.5) 
0.570 
Non-Hindu
¥
 249 (17.8) 116 (17.1) 133 (18.5) 
Occupation     
Students 965 (69.0) 536 (78.9) 429 (59.6) 
<0.001 
Non-students 435 (31.0) 144 (21.1) 291 (40.4) 
Source of income     
Self 102 (7.3) 62 (9.2) 40 (5.5) 
0.075 Parents and other family members 1298 (92.7) 618 (90.8) 680 (94.5) 
^12-14 years (Female): 8 
†No education: 11; Non-formal education (NFE): 12 
¥Buddhist: 180; Christian: 30; Kirat: 27; Islam: 11 
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*p<0.05 
 
Overall, approximately half of the participants had been married between the ages of 15 to 19 
years (34% males and 64% females), most had the School Leaving Certificate (SLC) or a 
greater level of education (80% males and 70% females). Half were Indo-Aryan by ethnicity 
(53% males and 49% females) and most were Hindu (83% male and 82% female). Men were 
significantly more likely than women to not be married (p<0.001) or be married at a later age 
(p=0.008) and to have obtained a degree in higher education or to currently be students 
(p<0.001). 
 Knowledge on SRH 4.3
 Knowledge on Pregnancy, Abortion and Contraception 4.3.1
Only 43% of young people reported that they knew that it was possible for a woman to get 
pregnant the very first time she has sexual intercourse (Table 4.2). However, men were 
significantly more likely than women to know this (47% vs 39%, p=0.018). Contraceptive 
knowledge was generally high but less than half had ever heard of the most reliable long 
acting reversible methods of contraception. Forty seven per cent of respondents had heard 
about contraceptive implants and 29% about intrauterine devices. Additionally, men and 
women had different ideas about what constituted the most suitable methods for contraception 
for young people. 
More than half of young people knew that abortion had been legalised in Nepal, with 
significantly more women than men knowing this (p<0.001) but the circumstances allowing 
access to legal abortion were not well understood. Of those who had stated that they knew 
abortion was legal, almost 60% knew that the legal limit for the procedure was 12 weeks, and 
women had a significantly better understanding of this compared to men (p=0.012). Only 
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35% of respondents understood that abortion is legal up to 18 weeks for pregnancies that 
result from rape or incest. Fewer (24%) were aware that abortion is legal up until 18 weeks 
gestation if a mother’s life is endangered by pregnancy continuation. 
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Table 4.2 Knowledge on pregnancy, abortion and contraception  
Knowledge relating to pregnancy, abortion and 
contraception 
All 
(n=1400) 
Male (n=680) Female (n=720) 
P value 
No. (%) No. (%) No. (%) 
A woman can become pregnant the first time that she 
has sexual intercourse 
560 (42.8) 317 (46.6) 283 (39.3) 0.018* 
A woman is most likely to get pregnant if she has 
sexual intercourse half way between her periods 
431 (32.2) 198 (30.7) 233 (33.6) 0.304 
Knowledge of modern methods of contraceptives 
Condom 1372 (98.0) 677 (99.6) 695 (96.5) 0.002* 
Pills 1111 (79.3) 541 (79.5) 570 (79.2) 0.917 
Injectable 1034 (73.9) 460 (67.6) 575 (79.8) <0.001 
Implant 658 (47.0) 282 (41.5) 375 (52.1) 0.003* 
Male sterilisation 429 (30.6) 255 (37.5) 174 (24.2) <0.001 
Female sterilisation 411 (29.4) 228 (33.5) 183 (25.4) 0.020* 
IUCD 401 (28.7) 175 (25.8) 226 (31.4) 0.148 
Emergency contraceptive 358 (25.6) 165 (24.3) 192 (26.7) 0.532 
Considered most suitable contraceptive for young  people
^
 
Condom 1245 (90.0) 646 (95.7) 599 (84.7) 
<0.001 
Pills 78 (5.6) 15 (2.2) 63 (8.9) 
Injectable 49 (3.6) 10 (1.6) 39 (5.5) 
IUCD 6 (0.4) 2 (0.3) 4 (0.6) 
Natural methods (withdrawal/rhythm) 4 (0.3) 1 (0.2) 3 (0.4) 
Knowledge of legalisation of abortion 753 (53.8) 344 (50.6) 409 (56.8) <0.001 
Circumstances for legal abortion     
Pregnancy of 12 weeks duration or  
  less for any woman 
441 (58.6) 176 (51.3) 228 (64.7) 0.012* 
Pregnancy of 18 weeks duration if 
  resulted from rape/incest 
262 (34.8) 120 (35.0) 142 (34.6) 0.941 
Life of mother in danger 178 (23.6) 92 (26.7) 86 (21.0) 0.308 
Mother’s physical/mental health at 
  Risk 
111 (14.7) 69 (20.1) 42 (10.3) 0.014* 
Foetal abnormality  102 (13.6) 55 (16.1) 47 (11.5) 0.312 
Do not know 130 (17.3) 61 (17.9) 69 (16.8) 0.815 
Knowledge of places that provide safe abortion     
Government sector 689 (91.5) 309 (89.8) 380 (92.9) 0.259 
Private sector 504 (67.0) 243 (70.8) 261 (63.8) 0.194 
Non-government sector 200 (26.6) 105 (30.5) 95 (23.3) 0.075 
Understanding of safe sex practices     
Condom use (reliably) 1298 (92.7) 655 (96.3) 643 (89.4) <0.001 
Avoid multiple sexual partner 975 (69.7) 469 (69.0) 506 (70.3) 0.755 
Abstinence 88 (6.3) 14 (2.1) 72 (10.3) <0.001 
Avoid paid sex 42 (3.0) 27 (4.0) 14 (2.0) 0.166 
Do not know 21 (1.5) 6 (0.9) 14 (2.0) 0.167 
Had heard of infection transmitted through sexual 
contact  1370 (97.9) 675 (99.3) 695 (96.5) 0.007 
^17 respondents are missing (men=5; women=12); *p<0.05 
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Less than 15% of respondents believed that abortion was legal if the mother had a physical or 
mental condition that would make the pregnancy a health risk, or if a fetal abnormality was 
detected. Men were more likely than women to be aware that abortion is legal if the mother 
has a physical or mental condition that would make the pregnancy a health risk. Nearly one-
fifth of young people did not know the circumstances under which abortion in Nepal is legal. 
Most of the participants (92%) believed that it would be possible to access safe abortion and 
that this service was available from the government sector. Participants also recognised that 
such services were also safely available in the private (67%) and non-government sectors 
(27%) via organisations such as Marie Stopes and Family Planning Association of Nepal.  
Over 90% of young men and women were aware of ways to have safe sex including using 
condoms, and avoiding having multiple partners. Men were significantly more likely to list 
condom use as a safe sexual practice (p<0.001) whereas women were more likely to mention 
abstinence (p<0.001).   
 Awareness of STIs 4.3.2
Although a large proportion of both males and females knew about any of the sexually 
transmitted infections, men were significantly more aware than women (99% vs 97%; 
p=0.007). Awareness of STIs was greatest for syphilis (reported by almost everyone) 
followed by HIV (99% men and 98% women), hepatitis B (93% men and 90% women) and 
gonorrhoea (76% men and 58% women) (Table 4.3). Men were significantly more likely than 
women to have heard about HIV (p=0.039) and gonorrhoea (p<0.001). Only a small 
proportion of men (9%) and women (8%) reported knowledge of chlamydia. 
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Table 4.3 Proportion of young people’s knowledge on STI (n=1400) 
Socio-demographic 
characteristics 
% of respondents 
heard about at 
least three STIs 
HIV Gonorrhoea Syphilis 
Hepatitis 
B 
Chlamydia 
Sex       
Female 47.7 51.1 44.6 46.7 50.8 53.0 
Male 52.3 48.9 55.4 53.3 49.2 47.0 
Age       
15-19 47.9 47.9 47.9 47.9 48.8 49.6 
20-24 52.1 52.1 52.1 52.1 51.2 50.4 
Marital Status       
Ever married 16.2 18.7 13.5 16.6 17.2 10.4 
Never married 83.8 81.3 86.5 83.4 82.8 89.6 
Place of origin       
Rural 48.0 47.3 48.1 50.6 46.1 58.4 
Urban 52.0 52.7 51.9 49.4 53.9 41.6 
Type of family       
Extended 19.9 20.9 19.6 20.1 21.3 19.2 
Nuclear  80.1 79.1 80.4 79.9 78.7 80.8 
Ever studied at school       
Yes 99.2 98.5 99.2 99.2 99.3 100.0 
No 0.8 1.5 0.8 0.8 0.7 0.0 
Education       
Lower secondary and 
below 
7.1 12.6 5.6 7.4 9.9 1.3 
Secondary  37.4 35.2 33.9 37.7 35.7 25.3 
Higher Secondary and 
above 
55.5 52.2 60.5 54.9 54.4 73.4 
Ethnicity       
Tibeto-Burmese  47.5 48.9 45.7 46.4 49.2 42.4 
Indo-Aryan 52.5 51.1 54.3 53.6 50.8 57.6 
Religion       
Hindu 82.5 82.5 82.8 82.6 82.7 88.5 
Non-Hindu 17.5 17.5 17.2 17.4 17.3 11.5 
Occupation       
Non-students 25.7 30.6 21.9 26.2 27.3 20.2 
Students 74.3 69.4 78.1 73.8 72.7 79.8 
Source of income       
Parents/other family 
members  
93.1 92.8 93.6 92.9 93.8 94.4 
Self 6.8 7.2 6.4 7.1 6.2 5.6 
Main source of SRH information source 
Radio 77.2 75.6 78.3 77.6 75.6 81.7 
Television 17.0 18.2 17.2 16.5 18.7 14.7 
Friends, teachers and 
others 
5.8 6.2 4.5 5.9 5.7 3.6 
Total 82.1 99.0 66.9 79.0 91.3 8.2 
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Knowledge on Symptoms, Prevention and Consequences of STIs 
Youth who had heard of any of the STIs (98%) were then asked about associated symptoms, 
prevention and complications. Approximately 64% of surveyed youth had some knowledge of 
how an STI may present, naming symptoms such as an ulcer/sore in the genital region (70% 
male and 59% female), abnormal discharge from the vagina or penis (26% male and 44% 
female), pain/itching in the genitalia (33% male and 36% female), burning sensation during 
urination (11% male and 10% female), swelling in genitalia (8% male and 9% female) and 
lower abdominal pain (5% male and 8% female) (Table 4.4). Men were more aware than 
women that a STI could present as a genital ulcer or sore (70% vs 59%, p=0.011) whereas 
women were significantly more likely than men to name an abnormal discharge from the 
vagina/penis as a symptom of a STI (p<0.001). 
With respect to prevention of STIs, over 90% of young men and women reported that the 
primary method of STI prevention is use of condoms. Men were significantly more likely 
than women to list condom use (p<0.001) and avoiding sexual intercourse with commercial 
sex workers (p=0.003) as infection prevention measures, whereas women were more likely to 
mention abstinence (p<0.001). Similarly, the majority (71%) of young people reported that 
the most effective STI treatment regime included immediate medical consultation and 
treatment. Males were more likely to report this than females (72% versus 69%, p=0.046). 
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Table 4.4 Youth knowledge about symptoms, prevention and complication of STIs (n=1370) 
Knowledge of STI 
Total 
(n=1370) 
Male 
(n=675) 
Female 
(n=695) 
p-value 
Symptoms of STI     
Ulcer/sore in genitalia 898 (64.1) 476 (70.0) 422 (58.6) 0.011* 
Abnormal vaginal/urethral discharge 497 (35.5) 177 (26.1) 320 (44.4) <0.001 
Pain and itching in genitalia 482 (34.4) 223 (32.7) 260 (36.1) 0.223 
Burning sensation during urination 151 (10.8) 76 (11.2) 75 (10.4) 0.733 
Swelling in genitalia 120 (8.6) 52 (7.6) 68 (9.4) 0.352 
Lower abdominal pain 92 (6.5) 36 (5.3) 56 (7.8) 0.058 
Possibility of cure STIs     
Yes 1166 (84.1) 574 (84.7) 591 (83.6) 
0.213 No 163 (11.8) 85 (12.6) 78 (11.0) 
Do not know 57 (4.1) 19 (2.8) 39 (5.5) 
Prevention Measures     
Use condom 1313 (93.8) 664 (97.7) 648 (90.1) <0.001 
Have a single faithful partner 696 (49.7) 327 (48.1) 369 (51.2) 0.356 
Avoid multiple sexual partners 623 (44.5) 327 (48.1) 296 (41.1) 0.219 
Abstinence 205 (14.7) 54 (8.0) 151 (21.0) <0.001 
Avoid sex with commercial sex worker 134 (9.6) 90 (13.2) 44 (6.2) 0.003 
Do not use used syringe 68 (4.9) 27 (4.0) 41 (5.7) 0.283 
Do not know 9 (0.6) 2 (0.3) 7 (1.0) 0.194 
Consequence of STI     
HIV Infection 576 (42.0) 283 (41.9) 293 (42.1) 0.965 
Infertility 419 (30.6) 227 (33.6) 192 (27.6) 0.087 
Uterine infection/PID 273 (19.9) 53 (7.9) 220 (31.6) <0.001 
Adverse pregnancy outcome 269 (19.6) 134 (19.9) 135 (19.4) 0.899 
Cure without treatment 201 (14.7)  109 (16.2) 92 (13.3) 0.275 
No complication 140 (10.2) 76 (11.2) 64 (9.2) 0.307 
Uterine cancer 73 (5.3) 32 (4.7) 41 (6.0) 0.527 
Condom use can prevent STI*     
Yes 1312 (94.6) 651 (95.9) 661 (93.3) 
0.096 
No 75 (5.4) 28 (4.1) 47 (6.7) 
Gonorrhoea and Syphilis go away without treatment^ 
Yes 49 (3.5) 29 (4.2) 20 (2.8) 
0.071 No 1248 (90.0) 618 (91.0) 630 (88.9) 
Do not know/Not sure 90 (6.5) 32 (4.7) 58 (8.2) 
Best way to treat STIs      
Immediate consultation and treatment 988 (70.6) 494 (72.7) 494 (68.6) 
0.046* 
Both partners treated at the same time 137 (9.8) 46 (6.8) 91 (12.6) 
Complete course of regular treatment 94 (6.7) 44 (6.5) 50 (6.9) 
Do not know 181 (12.9) 96 (14.1) 85 (11.9) 
^Missing 3 (1 men and 2 female) 
*p<0.05 
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Ever Exposed to STIs 
All youth were asked whether they had ever experienced an infection acquired through sexual 
contact. According to self-report the prevalence of STIs and STI symptoms among youth was 
low with 3% (42) of women and men having ever had an STI in their life time. Compared to 
men, women were more likely to acknowledge having had a STI in their life time (1% men 
and 5% women, p=0.029). Among these 42 respondents, 45% (35% women and 88% men) 
reported having suffered from a genital ulcer/sore or itching. Only women reported a history 
of discharge. 
Those youth who reported having been exposed to a STI were further asked whether they had 
experienced any STI related symptoms and infections in the last 12 months. These results are 
documented in Table 4.5. 
Table 4.5 Self-reported prevalence of STIs and STIs symptoms among young people who 
reported of exposed to STIs in their life time 
STI Total (n=1400) Male (n=680) Female (n=720) 
Ever had STIs 42 (3.0) 8 (1.1) 34 (4.8) 
Experience ofSTI symptoms or infections:    
Genital sore/ulcer or itching 19 (45.2) 7 (87.5) 12 (35.3) 
Gonorrhoea/syphilis 12 (28.6) 1 (12.5) 11 (32.4) 
Abnormal discharge from vagina/penis 11 (26.2) 0 (0.0) 11 (32.4) 
Experienced symptoms during the last 12 months
^
 28 (66.7) 8 (100.0) 20 (58.8) 
Abnormal discharge from vagina/penis 24 (57.1) 1 (8.4) 23 (67.6) 
Genital sore/ulcer or itching 10 (24.1) 7 (91.6) 3 (9.0) 
Swelling in genital 9 (22.6) 0 (0.0) 9 (27.7) 
Sought advice or treatment for the last STIs 28 (100.0) 8 (100.0) 20 (100.0) 
Place treatment sought from:
#
    
Private Medical Sector 17 (60.7) 6 (75.0) 11 (55.0) 
Government Hospital 13 (46.4) 1 (12.5) 12 (60.0) 
*p<0.05; ^Multiple responses possible 
 
 Factors associated with contraception, abortion and STI knowledge 4.3.3
We examined the factors associated with young people’s knowledge of contraception, 
abortion and STIs, including the use of condoms at first sexual encounter, as well as their 
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current use of contraception. In order to do this we firstly categorised knowledge of STIs and 
abortion. We defined higher and lower knowledge as outlined in Table 4.6. 
Table 4.6 Definition of Higher and Lower knowledge of contraception, abortion and STIs 
Contraception 
Higher Knowledge: A respondent able to name four or more modern contraception methods. 
These include condom, pills, injectable, intrauterine device, implant, male sterilisation and 
female sterilisation. 
Lower Knowledge: Mentioned three or less modern contraception methods as mentioned above. 
Abortion 
Higher Knowledge: A respondent aware of legalisation of abortion in Nepal and able to state at 
least two or more circumstances for legal abortion. These include pregnancy of 12 weeks 
duration or less for any woman, pregnancy of 18 weeks duration if resulted from rape/incest, life 
of mother in danger, mother’s physical/mental health at risk, and foetus abnormality. 
Lower Knowledge:  A respondent not aware of legalisation of abortion in Nepal and/or not able 
to name at least one circumstance for legal abortion. 
Sexually Transmitted Infections 
Higher Knowledge: A respondent had heard of four or more sexually transmitted infection types 
such as HIV, Syphilis, Gonorrhoea, Hepatitis B or Chlamydia; were able to name four or more 
symptoms of STIs (e.g, ulcer/sore in genitalia, abnormal vaginal/urethral discharge, pain and 
itching in genitalia, burning sensation during urination, swelling in genitalia and lower 
abdominal pain), able to mention condom use as a prevention of STI; and able to name three or 
more consequences of STI such as infertility, uterine infection/pelvic inflammatory disease, 
adverse pregnancy outcome, HIV infection, and uterine cancer)  
Lower Knowledge: A respondent not able to satisfy aforementioned criteria of 'Higher  
Knowledge' was considered to have lower knowledge.  
 
Knowledge of contraception 
A significant bivariate association was found between the contraception knowledge and any 
school attendance, education status, ethnicity and source of information (Table 4.7). Young 
people who had ever studied at school had 15.12 times (95% CI 1.95-117.43) higher odds 
having higher contraception knowledge compared to those who had never studied (p=0.011). 
However, this finding has to be cautiously interpreted since one of the cells in the analysis 
was less than five. Young people who had obtained secondary or above level education were 
significantly more likely to have higher knowledge of contraception compared to those who 
had not (p<0.001). Other associations are documented in Table 4.7. 
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The results of the adjusted multivariable logistic analysis which included all eleven variables 
are presented in Table 4.8. Compared to ever married, never married youth had 64% (95% CI 
0.46-0.97) lesser odds of having higher knowledge of contraception (p=0.036). Level of 
education remained significant, with young people who had at least secondary education 
having 2.57 times the odds (95% CI 1.53-4.31); and those with secondary education and 
above having 4.63 times the odds (95% CI 2.74-7.81) of having higher knowledge of 
contraception than those who had at most lower secondary education (p<0.001). 
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Table 4.7 Results of bivariate logistic regression showing young people’s knowledge on 
contraception  
Socio-demographic 
characteristics 
Higher 
knowledge 
(n=435) 
Lower 
knowledge 
(n=965) 
Odds ratio 
(95% CI
^
) 
p- value 
Sex     
Female 214 (49.2) 506 (52.4) Ref. 
0.463 
Male 221 (50.8) 459 (47.6) 1.14 (0.79-1.63) 
Age     
15-19 194 (44.6) 478 (49.6) 0.82 (0.62-1.08) 
0.148 
20-24 241 (55.4) 487 (50.4) Ref. 
Marital Status     
Ever married 86 (19.7) 181 (18.8) Ref. 
0.687 
Never married 349 (80.3) 784 (81.2) 1.06 (0.79-1.42) 
Place of origin     
Rural 211 (48.4) 459 (47.5) Ref. 
0.815 
Urban 224 (51.6) 506 (52.5) 1.03 (0.77-1.39) 
Type of family     
Extended 88 (20.1) 204 (21.1) Ref. 
0.688 
Nuclear  347 (79.9) 761 (78.9) 1.06 (0.79-1.43) 
Ever studied at school     
Yes 434 (99.8) 940 (97.4) 15.12 (1.95-117.43) 
0.011* 
No 1 (0.2) 25 (2.6)) Ref. 
Education     
Lower secondary and below  25 (5.9) 162 (16.7) Ref. 
<0.001* Secondary  129 (29.6) 360 (37.3) 2.26 (1.42-3.61) 
Higher Secondary and above 281 (64.5) 443 (45.9) 4.01 (2.74-5.86) 
Ethnicity     
Tibeto-Burmese  190 (43.6) 496 (51.4) Ref. 
0.033* 
Indo-Aryan 245 (56.4) 469 (48.6) 1.37 (1.03-1.82) 
Religion     
Hindu 358 (82.2) 793 (82.2) Ref. 
0.988 
Non-Hindu 77 (17.8) 172 (17.8) 0.99 (0.69-1.45) 
Occupation     
Non-students 118 (27.0) 317 (32.9) Ref. 
0.066 
Students 317 (73.0) 648 (67.1) 1.32 (0.98-1.78) 
Source of income     
Parents/other family members  410 (94.3) 888 (92.1) Ref. 
0.203 
Self 25 (5.7) 77 (8.0) 0.69 (0.38-1.23) 
Main source of SRH information     
Radio 363 (83.5) 698 (72.3) Ref. 
0.001* Television 55 (12.7) 198 (20.6) 0.54 (0.38-0.75) 
Friends, teachers and others 17 (3.8) 69 (7.1) 0.46 (0.23-0.94) 
^ CI: Confidence Interval; Ref.: Reference category; *p<0.05 
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Table 4.8 Results of multivariable logistic regression showing young people’s knowledge on 
contraception 
Socio-demographic characteristics Adjusted Odds ratio (95% CI
^
) p- value 
Sex   
Female Ref. 
0.707 
Male 1.08 (0.72-1.63) 
Age   
15-19 1.11 (0.76-1.61) 
0.575 
20-24 Ref. 
Marital Status   
Ever married Ref. 
0.036* 
Never married 0.62 (0.40-0.97) 
Place of origin   
Rural Ref. 
0.721 
Urban 1.06 (0.77-1.45) 
Type of family   
Extended Ref. 
0.957 
Nuclear  1.01 (0.73-1.39) 
Education   
Lower secondary and below  Ref. 
<0.001* Secondary  2.57 (1.53-4.31) 
Higher Secondary and above 4.63 (2.74-7.81) 
Ethnicity   
Tibeto-Burmese  Ref. 
0.160 
Indo-Aryan 1.26 (0.91-1.75) 
Religion   
Hindu Ref. 
0.398 
Non-Hindu 1.16 (0.82-1.65) 
Occupation   
Non-students Ref. 
0.826 
Students 0.95 (0.59-1.52) 
Source of income   
Parents and others  Ref. 
0.604 
Self 0.85 (0.45-1.59) 
Main source of SRH information   
Radio Ref. 
0.003* Television 0.56 (0.39-0.80) 
Friends, teachers and others 0.58 (0.29-1.18) 
^
 CI: Confidence Interval; Ref.: Reference category; *p<0.05 
 
Knowledge of Abortion 
The factors statistically associated with higher abortion knowledge were young people’s sex, 
age, whether or not they had ever studied at school, education status and occupation (Table 
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4.9). The analysis suggests that compared to females, males had a 78% lower odds of 
reporting higher knowledge of abortion. Lower odds of higher abortion knowledge were also 
associated with marital status. In contrast, greater odds of higher knowledge of abortion were 
associated with ever having studied at school, and obtaining a higher level of education. 
Table 4.10 shows the results of adjusted multivariable logistic analysis in which sex, age, 
marital status education and occupation remained significant predictors of young people’s 
knowledge on abortion. 
Knowledge of STI 
In the bivariate analysis the factors statistically associated with higher STI knowledge were 
young people’s sex, marital status, place of origin, whether or not they had ever studied at 
school, education status, ethnicity, religion, occupation and main source of SRH information 
(Table 4.11). The analysis suggests that compared to females, males had a 4.73 times greater 
odds of reporting higher knowledge of STI. Higher odds of higher STI knowledge were also 
associated with marital status (p=001) and place of origin (p=0.038). Similarly, greater odds 
of higher knowledge on STI were highly associated with ever having studies at school, and 
obtaining higher level of education. Young people who had at least secondary education had a 
3.57 times (95% CI 2.05-6.21); and higher secondary and above education had 9.04 times 
(95% CI 4.66-17.53) higher odds of having higher knowledge on STI than those who had at 
most lower secondary education (p<0.001). Compared to Tibeto-Burmese ethnic group 
youths, Indo-Aryan had 59% of higher odds of reporting having higher STI knowledge 
(p=0.040). Similarly, youth who were non-Hindu had 60% lower odds of reporting having 
higher knowledge of STI than its counterpart, Hindu (p=0.045).  Current students had a 2.28 
times higher odds of having higher knowledge of STI than non-students. In addition, young 
people whose sourced of SRH information were friends, teachers and others had a 23% (95% 
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CI 0.11-0.49) lower odds of having higher knowledge on STI than those whose source of 
SRH information were radio (p=0.002). 
Table 4.9 Results of bivariate logistic regression showing young people’s knowledge on abortion 
Socio-demographic characteristics 
Higher knowledge 
(n=753) 
Lower  
knowledge 
(n=647) 
Odds ratio 
(95% CI
^
) 
p- value 
Sex     
Female 409 (54.3) 311 (48.1) Ref. 
0.045* 
Male 344 (45.7) 336 (51.9) 0.78 (0.61-0.99) 
Age     
15-19 329 (43.8) 343 (53.0) 0.69 (0.55-0.87) 
0.033* 
20-24 424 (56.2) 304 (47.0) Ref. 
Marital Status     
Ever married 158 (20.9) 110 (17.0) Ref. 
0.054 
Never married 595 (79.1) 537 (83.0) 0.77 (0.59-1.00) 
Place of origin     
Rural 377 (50.1) 292 (45.2) Ref. 
0.203 
Urban 376 (49.9) 355 (54.8) 0.82 (0.60-1.12) 
Type of family     
Extended 161 (21.4) 130 (20.2) Ref. 
0.638 
Nuclear  592 (78.6) 517 (79.8) 0.93 (0.68-1.27) 
Ever studied at school     
Yes 746 (99.0) 628 (97.1) 3.07 (1.26-7.49) 
0.015* 
No 7 (1.0) 19 (2.9) Ref. 
Education     
Lower secondary and below  73 (9.6) 114 (17.7) Ref. 
0.001* Secondary  256 (34.0) 233 (36.0) 1.73 (1.08-2.78) 
Higher Secondary and above 424 (56.3) 300 (46.3) 2.23 (1.41-3.51) 
Ethnicity     
Tibeto-Burmese  361 (48.0) 325 (50.2) Ref. 
0.514 
Indo-Aryan 392 (52.0) 322 (49.8) 1.09 (0.83-1.43) 
Religion     
Hindu 629 (83.5) 522 (80.7) Ref. 
0.210 
Non-Hindu 124 (16.5) 125 (19.3) 0.83 (0.62-1.12) 
Occupation     
Non-students 216 (28.6) 129 (33.9) Ref. 
0.047* 
Students 537 (71.4) 428 (66.1) 1.28 (1.00-1.62) 
Source of income     
Parents and other family members  697 (92.6) 601 (92.9) Ref. 
0.863 
Self 56 (7.4) 46 (7.1) 1.04 (0.65-1.67) 
Main source of SRH information     
Radio 569 (75.6) 492 (76.0) Ref. 
0.506 Television 142 (18.9) 111 (17.2) 1.11 (0.78-1.58) 
Friends, teachers and others 42 (5.5) 44 (6.8) 0.82 (0.51-1.30) 
^
 CI: Confidence Interval; Ref.: Reference category; *p<0.05 
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Table 4.10 Results of multivariable logistic regression showing young people’s knowledge on 
abortion 
Socio-demographic characteristics Adjusted Odds ratio (95% CI
^
) p- value 
Sex   
Female Ref. 
0.019* 
Male 0.73 (0.56-0.95) 
Age   
15-19 0.69 (0.51-0.92) 
0.014* 
20-24 Ref. 
Marital Status   
Ever married Ref. 
0.003* 
Never married 0.59 (0.42-0.83) 
Place of origin   
Rural Ref. 
0.103 
Urban 0.76 (0.55-1.06) 
Type of family   
Extended Ref. 
0.660 
Nuclear  0.93 (0.68-1.28) 
Education   
Lower secondary and below  Ref. 
0.008* Secondary  2.00 (1.22-3.27) 
Higher Secondary and above 2.25 (1.38-3.68) 
Ethnicity   
Tibeto-Burmese  Ref. 
0.408 
Indo-Aryan 0.89 (0.66-1.22) 
Religion   
Hindu Ref. 
0.216 
Non-Hindu 0.81 (0.58-1.13) 
Occupation   
Non-students Ref. 
0.004* 
Students 1.75 (1.20-2.54) 
Source of income   
Parents and others  Ref. 
0.090 
Self 1.52 (0.93-2.49) 
Main source of SRH information   
Radio Ref. 
0.486 Television 1.20 (0.85-1.71) 
Friends, teachers and others 0.90 (0.54-1.52) 
^
 CI: Confidence Interval; Ref.: Reference category; *p<0.05 
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Table 4.11 Results of bivariate logistic regression showing young people’s knowledge of STI 
Socio-demographic characteristics 
Higher  
knowledge 
(n=1315) 
Lower  
knowledge 
(n=85) 
Odds ratio 
(95% CI
^
) 
p- value 
Sex     
Female 650 (49.4) 70 (82.2) Ref. 
<0.001 
Male 665 (50.6) 15 (17.8) 4.73 (2.33-9.59) 
Age     
15-19 621 (47.3) 51 (60.0) 0.59 (0.34-1.05) 
0.075 
20-24 694 (52.7) 34 (40.0) Ref. 
Marital Status     
Ever married 236 (17.9) 32 (37.2) Ref. 
0.001* 
Never married 1079 (82.1) 53 (62.8) 2.71 (1.53-4.81) 
Place of origin     
Rural 620 (47.2) 49 (57.9) Ref. 
0.038* 
Urban 695 (52.8) 36 (42.1) 1.54 (1.03-2.32) 
Type of family     
Extended 276 (21.0) 16 (18.5) Ref. 
0.586 
Nuclear  1039 (79.0) 69 (81.5) 1.17 (0.66-2.06) 
Ever studied at school     
Yes 1301 (98.9) 73 (86.2) 14.62 (6.30-33.93) 
<0.001 
No 14 (1.1) 12 (13.8) Ref. 
Education     
Lower secondary and below  151 (11.5) 36 (42.3) Ref. 
<0.001 Secondary  459 (34.9) 31 (35.9) 3.57 (2.05-6.21) 
Higher Secondary and above 705 (53.6) 18 (21.8) 9.04 (4.66-17.53) 
Ethnicity     
Tibeto-Burmese  635 (48.3) 51 (59.8) Ref. 
0.040* 
Indo-Aryan 680 (51.7) 34 (40.2) 1.59 (1.02-2.48) 
Religion     
Hindu 1088 (82.7) 63 (74.2) Ref. 
0.045* 
Non-Hindu 227 (17.3) 22 (25.8) 0.60 (0.36-0.99) 
Occupation     
Non-students 393 (29.9) 41 (48.8) Ref. 
0.004* 
Students 922 (70.1) 44 (51.2) 2.24 (1.31-3.81) 
Source of income     
Parents and other family members  1220 (92.8) 78 (91.9) Ref. 
0.774 
Self 95 (7.2) 7 (8.1) 0.88 (0.37-2.12) 
Main source of SRH information     
Radio 1004 (76.4) 56 (66.4) Ref. 
0.002* Television 242 (18.4) 12 (14.1) 1.13 (0.63-2.01) 
Friends, teachers and others 69 (5.2) 17 (19.5) 0.23 (0.11-0.49) 
^
 CI: Confidence Interval; Ref.: Reference category; *p<0.05 
After adjusting for all eleven variables the following remained significantly associated with 
knowledge of STI: sex, marital status, place of origin, ever studied at school, education level, 
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ethnicity, religion, occupation and main source of SRH Table 4.12). Compared to female, 
male had 3.81 times (95% CI 1.60-9.08) higher odds of having higher knowledge of STIs 
(p=0.003). Youth aged 15 to 19 had lower odds of having higher STI knowledge than 20 to 24 
age group (p=0.011). Young people who had at least secondary education had a 3.63 times 
(95% CI 1.65-7.99); and higher secondary and above education had 6.31 times (95% CI 2.90-
13.73) higher odds of having higher knowledge on STI than those who had at most lower 
secondary education (p<0.001). Likewise, young people whose source of SRH information 
were friends, teachers and others had a 38% (95% CI 0.17-0.83) lower odds of having higher 
knowledge on STI than those whose source of SRH information were radio (p=0.047). 
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Table 4.12 Results of multivariable logistic regression showing young people’s knowledge of 
STI’s 
Socio-demographic characteristics Adjusted Odds ratio (95% CI
^
) p- value 
Sex   
Female Ref. 
0.003* 
Male 3.81 (1.60-9.08) 
Age   
15-19 0.54 (0.34-0.86) 
0.011* 
20-24 Ref. 
Marital Status   
Ever married Ref. 
0.682 
Never married 1.19 (0.49-2.89) 
Place of origin   
Rural Ref. 
0.068 
Urban 1.56 (0.96-2.53) 
Type of family   
Extended Ref. 
0.220 
Nuclear  0.69 (0.38-1.26) 
Education   
Lower secondary and below  Ref. 
<0.001* Secondary  3.63 (1.65-7.99) 
Higher Secondary and above 6.31 (2.90-13.73) 
Ethnicity   
Tibeto-Burmese  Ref. 
0.167 
Indo-Aryan 1.42 (0.86-2.37) 
Religion   
Hindu Ref. 
0.446 
Non-Hindu 0.82 (0.48-1.39) 
Occupation   
Non-students Ref. 
0.584 
Students 0.79 (0.34-1.85) 
Source of income   
Parents and others  Ref. 
0.968 
Self 0.98 (0.38-2.52) 
Main source of SRH information   
Radio Ref. 
0.047* Television 1.27 (0.69-2.34) 
Friends, teachers and others 0.38 (0.17-0.83) 
^
 CI: Confidence Interval; Ref.: Reference category; *p<0.05 
 Current and Preferred Sources of SRH Information 4.4
In Table 4.13 we document the current and preferred sources of SRH related information 
reported by the participants. Most of the youth stated that their main source of SRH 
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information was the television (91%), followed by radio (76%), newspaper (61%), friends 
(59%) and school teachers (55%). The Internet was reportedly the seventh major source of 
SRH information. Compared to women, men were more likely to report having received SRH 
information from all these sources whereas women were more likely to report receiving 
information from books/magazine/posters (as well as parents and other family members 
including siblings).  
Table 4.13 Young people’s current and preferred sources of SRH related information 
Source of information Total (n=1400) Male (n=680) Female (n=720) p-value 
Current sources     
Television 1278 (91.3) 646 (95.0) 632 (87.8) 0.001 
Radio 1061 (75.8) 561 (82.6) 500 (69.4) <0.001 
Newspaper 850 (60.7) 490 (72.1) 360 (50.0) <0.001 
Friends 829 (59.2) 475 (69.9) 354 (49.1) <0.001 
School teacher 775 (55.4) 434 (63.9) 341 (47.4) <0.001 
Health worker 500 (35.7) 241 (35.4) 259 (36.0) 0.877 
Internet 450 (32.2) 278 (40.9) 172 (23.9) <0.001 
Book/magazine/poster 193 (13.8) 42 (6.2) 151 (20.9) <0.001 
Siblings 167 (11.9) 44 (6.5) 123 (17.1) <0.001 
Parents/other family members 157 (11.2) 29 (4.2) 128 (17.8) <0.001 
Preferred source     
Television 923 (65.9) 488 (71.7) 435 (60.5) 0.023* 
Radio 603 (43.1) 345 (50.7) 259 (35.9) 0.019* 
Newspaper 593 (42.4) 376 (55.3) 217 (30.2) <0.001 
Friends 573 (40.9) 357 (52.5) 216 (30.0) <0.001 
School teacher 433 (30.9) 293 (43.1) 140 (19.5) <0.001 
Health worker 477 (34.0) 190 (28.0) 286 (39.8) 0.002* 
Internet 265 (19.0) 142 (20.8) 124 (17.2) 0.085 
Parents and other family members 159 (10.9) 38 (5.6) 121 (16.8) <0.001 
Book/magazine/poster 83 (5.9) 10 (1.4) 73 (10.1) <0.001 
*p<0.05 
 SRH Topics Discussed and Taught 4.5
Most of the participants had participated in conversations with friends, family members or 
partners about key sexual and reproductive health issues (Table 4.14). Apart from the topic of 
menstruation, men were more likely than women to have ever talked about HIV/AIDS, 
contraception, sexual intercourse, sexually transmitted infection and puberty in their life time 
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(all p<0.001). Similarly, almost 90% of young people reported that they had been taught 
either at home and/or school about the topics listed in the table and again, men were more 
likely to report having received information on all topics compared to women (again, with the 
exception of menstruation) (all p<0.001). 
Table 4.14 Discussion about Sexual and Reproductive Health topics 
Discussion about SRH information 
All (n=1400) Male (n=680) Female (n=720) 
p-value 
No. (%) No. (%) No. (%) 
Ever talked about      
HIV/AIDS 1201 (85.8) 656 (96.5) 541 (75.6) <0.001 
Menstruation  1200 (85.7) 503 (74.0) 697 (96.8) <0.001 
Marriage 1199 (85.7) 597 (87.8) 602 (83.6) 0.071 
Birth control/contraceptive methods 1107 (79.1) 585 (86.1) 522 (72.5) <0.001 
Sexual Intercourse 1096 (78.3) 622 (91.4) 474 (65.9) <0.001 
Sexually Transmitted Infections 1093 (78.1) 630 (92.7) 463 (64.3) <0.001 
Pregnancy 1058 (75.6) 531 (78.1) 527 (73.1) 0.183 
Puberty 1016 (72.5) 597 (87.8) 419 (58.2) <0.001 
Ever been taught at home or school about     
Menstrual cycle 1332 (95.2) 645 (94.9) 687 (95.5) 0.657 
Birth control/Contractive methods 1314 (93.9) 661 (97.2) 653 (90.7) <0.001 
HIV/AIDS 1309 (93.5) 669 (98.3) 641 (89.0) <0.001 
Sexually Transmitted Infections 1277 (91.2) 656 (96.5) 621 (86.3) <0.001 
How pregnancy occurs 1270 (90.7) 650 (95.7) 620 (86.1) <0.001 
Female reproductive system 1259 (89.9) 646 (95.0) 613 (85.2) <0.001 
Male reproductive system 1241 (88.7) 649 (95.4) 592 (82.3) <0.001 
 
 Sexual Behaviour and Experience 4.6
Respondents were asked to comment on the ideal age for initiation of sex for men and women 
(Table 4.15). Just over one-third (35%) of the participants reported being sexually active  and 
in the majority of cases, their first sexual experience occurred between the ages of 15 and 19 
years, with no significant difference between men and women. The mean age at first sexual 
intercourse for young people was 18 years. More than half of those surveyed had experienced 
their first sexual intercourse with their spouse, but this was significantly more likely to have 
occurred for women than for men. Women were less likely than men to have participated 
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willingly in their first sexual encounter and were also less likely to have used any form of 
contraception at the time (10% vs 1%, p<0.001 and 42% vs 75%, respectively). When 
contraception use was reported with first sex, it was most commonly condoms.  Seventy per 
cent of women reported a pregnancy at some time, with 73% of these women giving a history 
of a live birth. 
Table 4.15 Sexual behaviour and experience 
Sexual behaviour and experience 
All (n=1400) Male (n=680) Female (n=720) 
P value 
No. (%) No. (%) No. (%) 
Ever had sexual intercourse 492 (35.1) 247 (36.3) 245 (34.0) 0.571 
Considered appropriate age for sexual intercourse (Mean age in years) 
Male 21.3 20.5 22.1 <0.001 
Female 19.8 19.1 20.4 <0.001 
Age at first sexual intercourse (n=492)      
12-14 years 15 (3.2) 8 (3.2) 8 (3.1) 
0.059 15-19 years 333 (67.6) 177 (71.8) 155 (63.4) 
20-24 years 144 (29.2) 62 (25.0) 82 (33.4) 
Mean age at first sexual intercourse 18.3 18.2 18.5  
Relationship with sexual partners     
Spouse 255 (51.7) 22 (8.8) 233 (95.0) 
<0.001 
Boy/girlfriend and others^  237 (48.3) 225 (91.2) 12 (5.0) 
Circumstance around participation in the first sexual intercourse 
Willingly  457 (93.0) 241 (97.7) 216 (88.3) 
<0.001 Unwillingly 28 (5.7) 3 (1.2) 25 (10.2) 
Forced sex 7 (1.3) 3 (1.1) 4 (1.5) 
Ever pregnant
¥
 197 (40.0) 25 (10.1) 172 (70.2) <0.001 
Outcomes of pregnancy     
Currently pregnant 35 (17.7) 7 (27.1) 28 (16.3)  
Live birth 136 (69.2) 11 (43.6) 125 (72.9) 0.034* 
Abortion 26 (13.1) 7 (29.3) 18 (10.8)  
Contraceptive used at the first sexual intercourse
†
     
Nothing 206 (41.9) 63 (25.4) 143 (58.4) <0.001 
Condom 244 (17.5) 171 (25.2) 73 (10.2) <0.001 
Natural method (Withdrawal) 39 (2.8) 12 (1.8) 27 (3.8) 0.121 
Pill 12 (0.9) 4 (0.7) 8 (1.1) 0.399 
Injectable 11 (0.8) 4 (0.6) 7 (1.0) 0.450 
Number of sexual partners in life time     
One 351 (71.3) 107 (43.1) 244 (99.7) 
<0.001 Two and above 141 (28.7) 141 (56.9) 1 (0.3) 
^Male: Girlfriend: 205, Familiar person: 11, Sex worker: 10; Female: Boyfriend: 11, Familiar person: 2 
¥
For men=Ever got a sexual partner pregnant, For women=Ever been pregnant. 
†
More than one method were reported 
*p<0.05 
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 Sexual Communication 4.7
Survey respondents’ comments about sexual communication between sexual partners is 
presented in Table 4.16. Over 85% of young people had previously discussed the issues of 
condom/contraception use and pregnancy with their sexual partners. Men were more likely 
than women to have had a conversation about condom/contraception (92% vs 80%, p=0.002) 
whereas women were more likely to have talked about pregnancy (95% vs 77%, p<0.001). 
Compared to women, men were more likely to talk openly about safe sex with their sexual 
partner (94% vs 86%, p=0.025). 
Table 4.16 Sexual communication between sexual partners among youths 
Sexual communication 
All (n=492) Male (n=247)  Female (n=245) 
p-value 
No. (%) No. (%) No. (%) 
Ever discussed with sexual partner about:     
Condom/contraception use 424 (86.1) 227 (91.8) 197 (80.4) 0.002* 
Becoming pregnant or not 423 (86.0) 191 (77.2) 232 (95.0) <0.001 
Importance of safe sex 372 (75.6) 197 (79.7) 175 (71.6) 0.100 
Discussed with the partner about the possibility of 
having sexual intercourse 
452 (92.0) 227 (92.1) 225 (91.8) 0.908 
Can talk openly with the partner about sexual 
safety/condom use 
443 (90.2) 232 (94.1) 211 (86.3) 0.025* 
Felt pressure from the partner to have sexual 
intercourse 
50 (10.2) 20 (8.1) 30 (12.3) 0.295 
Tried to persuade/coerce partner to have sexual 
intercourse 
19 (3.9) 17 (6.9) 2 (0.9) 0.003^ 
*p<0.05; ^Interpreting this result has to take special consideration because of only two 
respondents in one cell. 
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 Use of SRH services 4.8
The type of SRH services accessed by the young people and the reasons for use are 
documented in Table 4.17. Of those almost one-fourth young people who had ever visited 
health facility or doctor for SRH information and service in the previous 12 months, two-
thirds of them had sought SRH information or services. Women were more likely than men to 
have sought SHR information and services. Compared to women, men were significantly 
more likely to have sought information or services for contraception (p=0.020) and women 
for pregnancy check-up (p<0.001). When asked about the barriers to SRH care, over 90% of 
respondents reported feelings of shame and around half (54%) described fear of judgement 
from society and family members, the latter felt more acutely by women than men.  
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Table 4.17 Use of health services 
Used of services 
All (n=1400) Male (n=680)  Female (n=720) 
P value 
No. (%) No. (%) No. (%) 
Ever visited a health facility or doctor for SRH information or service 
 Yes 317 (22.7) 89 (13.2) 228 (31.6) 
<0.001 
  No 1082 (77.3) 590 (86.8) 492 (68.4) 
Have you been to a SRH service or information in the last 12 months? 
Yes, one time 63 (20.0) 21 (23.6) 42 (18.5) 
0.427 Yes, two or more times 147 (46.5) 44 (49.7) 103 (45.2) 
No, not in the last 12 months 107 (33.6) 24(26.7) 83 (36.3) 
Reasons for health institution visited in the last 12 months 
Contraception 97 (6.9) 30 (13.6) 67 (9.3) 0.020* 
Pregnancy check up 55 (3.9) 8 (1.2)
†
 47 (6.5) <0.001 
STI treatment 45 (3.2) 24 (3.6) 21 (2.9) 0.547 
Abortion 14 (1.0) 5 (0.8)
†
 8 (1.2) 0.535 
Types of health institution visited for SRH service or information in the last visit^ 
Government sector 118 (8.5) 27 (3.9) 92 (12.7) <0.001 
Nongovernment (NGO) sector  9 (0.6) 2 (0.3) 7 (0.9) 0.137 
Private sector (including pharmacy) 109 (7.8) 49 (7.3) 60 (8.3) 0.493 
Major barriers preventing young people in seeking SRH  
Shame feeling 1286 (91.8) 627 (92.1) 659 (91.5) 0.732 
Fear of society and family members 751 (53.6) 305 (44.8) 446 (62.0) <0.001 
Poor quality care/no youth friendly service 386 (27.6) 173 (25.5) 213 (29.6) 0.406 
Lack of education/information 256 (18.3) 105 (15.4) 151 (21.1) 0.089 
No free service 226 (16.2) 87 (12.7) 140 919.4) 0.090 
Lack of access/too far   178 (12.7) 83 (12.2) 95 (13.2) 0.753 
†
Visited along with their partner
 
^Multiple responses were reported 
*p<0.05 
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 Chapter 5
Sexual Relationship Power 
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 Introduction 5.1
This chapter presents the responses of the youth to the Sexual Relationship Power Scale 
(SRPS) developed by Pulerwitz, Gortmaker, and DeJong (2000). 
The concept of 'perceived power' as understood by young people in their sexual relationships 
was measured using an adapted version of the SRPS, consisting of 23 items, divided into two 
subscales, namely, 'Relationship Control' (15 items) and 'Decision-Making Dominance' (8 
items) factors (Pulerwitz et al. 2002). In our study, we used 20 items, 13 items sourced from 
the original Relationship Control subscale and seven items from the Decision Making 
Dominance subscale. 
In our study all 492 sexually active young people completed the SPRS as part of the survey. 
Using the scoring procedures provided in Pulerwitz, Gortmaker and DeJong (2000), responses 
were summed into a range from 1 to 4 and were split into three separate equal categories of 
low (score 1 to 2.43) medium (score 2.44 to 2.82), and high (score 2.83 to 4) levels of power. 
Overall, 43% of sexually active young people surveyed felt they had 'low' sexual relationship 
power in their relationships, around one-third (33%) had 'medium' sexual relationship power 
and only one-fifth had 'high' sexual relationship power (Figure 5.1). Compared to females, 
males more frequently scored 'high' on sexual relationship power (68% male compared to 
25% female) and substantially less frequently 'low' on the scale (5% male compared to 38% 
female). 
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Figure 5.1 Sexually active youths’ attitudes towards SRP Scale (n=492). 
 
These over score differences between males and females were significant (Table 5.1). 
Moreover, in our analysis the two subscales were also entered into the model separately 
because they were measuring entirely different constructs that could play a different part in 
predicting the outcome variables. According to this, within the decision making subscale there 
were also significant differences between males and females with the majority (62%) of men 
believing they have 'high' decision-making power compared to only a third of women (33%) 
(p<0.001). However, there was no significant difference found between males and females 
with respect to the relationship control by sex (p=0.084). 
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Table 5.1 Percentage of respondents as per the response of Sexual Relationship Power Scale by 
sex 
Scales 
Total 
(n=492) 
Male (n=247) 
Female 
(n=245) 
p-value 
Sexual Relationship Power 
    
High (n=231) 
231 (47.0) 169 (68.4) 62 (25.4)  
Medium (n=155 
155 (31.6) 65 (26.4) 90 (36.8) <0.001 
Low (n=106) 
106 (21.4) 13 (5.1) 93 (37.9)  
Relationship Control Subscale 
    
High (n=57) 
57 (11.5) 19 (7.6) 38 (15.4)  
Medium (n=177) 
177 (36.0) 90 (36.4) 87 (35.6) 0.084 
Low (n=258) 
258 (52.5) 138 (56.0) 120 (49.0)  
Decision-Making Dominance Subscale 
    
High (n=165) 
165 (33.5) 152 (61.7) 13 (5.2)  
Medium (n=129) 
128 (26.1) 74 (30.2) 54 (22.0) <0.001 
Low (n=198) 
199 (40.3) 20 (8.1) 178 (72.8)  
 
 Relationship power and knowledge and contraception use 5.2
We also examined the relationship between the power scale and young people’s knowledge 
concerning contraception, abortion and STIs, including the use of condoms at first sexual 
encounter, as well as their current use of contraception. 
A significant relationship were found between the SRPS and STI knowledge, condom use at 
first sexual intercourse, current use of condoms and level of education (Table 5.2). Youth 
with a high level of relationship power were 4.71 times more likely to have higher knowledge 
of STIs than youth with a low level of relationship power (95% CI: 1.97-11.76, p=0.003), 
while youth with a medium level of power were 2.77 times more likely (95% CI: 1.07-7.16). 
Similarly, the SRPS remained significantly associated with condom use at first sexual 
relationship. Youth with a high level of relationship power had 3.55 times greater odds of 
being able to report the use of condoms at their first sexual relationship when compared to 
youth with a low level of relationship power (95% CI: 2.02-6.23, p<0.001), whereas youth 
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with a medium level of power had 2.45 times higher odds of reporting use of condoms (95% 
CI: 1.14-4.24). Youth who reported current use of contraception had 2.22 times higher odds 
of having a high relationship power (95% CI 1.06-4.74, p=0.042). A higher education level 
was directly associated with the SRPS (p<0.001). There were no significant relationships 
between contraception and abortion knowledge and the SRPS (p=0.961 and p=0.123 
respectively). 
The same associations were tested for the subscales of 'Relationship Control' and 'Decision-
Making Dominance'. No significant associations were found between the variables and the 
Relationship Control Subscale. However, there were some significant associations found 
between the Decision-Making Dominance Subscale and respondent's knowledge about 
abortion, STIs and condom use at first sex. Youth with a medium level of decision-making 
dominance were 65% more likely to report a higher level of knowledge about abortion 
compared to youth who had a low decision-making dominance (95% CI: 1.09-2.49; p=0.009). 
Similarly, compared to the youth with a low Decision-Making Dominance, youth with a high 
score were 4.40 times more likely to have higher knowledge about STIs (95% CI: 1.63-11.91, 
p=0.013) while those with a medium Decision-Making Dominance were 2.27 times more 
likely to exhibit higher knowledge about STIs (95% CI: 1.01-5.09). In addition, youth with a 
high decision-making power were 3.96 times more likely to have used condoms at their first 
sexual intercourse, when compared to those with low decision-making power (95% CI: 2.48-
6.33, p<0.001). 
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 Factors associated with sexual relationship power and knowledge on 5.3
contraception, abortion and STI’s including use of condom and 
contraception 
We performed multivariable logistic analysis including all eleven socio-demographic 
variables, namely, respondent’s sex, age, marital status, place of origin, family type, 
education, ethnicity, religion, occupation, source of income and source of SRH information 
with SRPS. Only the parameter 'level of education' was independently associated with the 
SRPS (Table 5.3). Within the Relationship Control and Decision-Making Dominance 
subscale, youth with a medium decision-making power were slightly more likely to have 
higher knowledge about abortion, than those with a low level of decision-making power 
(p=0.047). Again, the factor significantly associated with both the subscales was level of 
education. 
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Table 5.2 Unadjusted bivariate logistic regression showing young people’s Sexual Relationship Power and Knowledge on contraception, 
abortion and STI including condom use at first sexual relationship and current use of contraception, and education. (n=492) 
 
Odd ratio (95% Confidence Interval) 
Higher Knowledge 
Condom use at first 
sexual relationship 
Current use of 
contraception  
Education^ 
Contraception  Abortion  STI  
Sexual Relationship Power       
High (n=231) 1.05 (0.61-1.82) 0.99 (0.88-2.67) 4.71* (1.97-11.26) 3.55* (2.02-6.23) 2.24* (1.06-4.74) 6.78* (3.37-12.39) 
Medium (n=155 1.07 (0.65-1.76) 1.53 (0.59-1.68) 2.77* (1.07-7.16) 2.45* (1.14-4.24) 1.51 (0.79-2.87) 3.47* (2.03-5.94) 
Low (n=106) Ref. Ref. Ref. Ref. Ref. Ref. 
Relationship Control 
Subscale 
      
High (n=57) 1.20 (0.67-2.17) 1.13 (0.66-2.60) 1.49 (0.27-8.03) 1.25 (0.67-2.33) 2.83* (1.26-6.35) 2.10 (0.88-5.03) 
Medium (n=177) 1.64 (1.09-2.44) 1.03 (0.63-1.67) 1.19 (0.55-2.58) 1.19 (0.83-1.69) 1.49 (0.79-2.83) 2.36* (1.56-3.58) 
Low (n=258) Ref. Ref. Ref. Ref. Ref. Ref. 
Decision-Making 
Dominance Subscale 
      
High (n=165) 0.71 (0.39-1.31) 0.81 (0.48-1.37) 4.40* (1.63-11.91) 3.96 (2.48-6.33) 1.39 (0.60-3.22) 4.20* (2.36-7.48) 
Medium (n=129) 1.43 (0.83-2.47) 1.65* (1.09-2.49) 2.27* (1.01-5.09) 1.88 (1.14-3.10) 1.51 (0.75-3.03) 3.95* (2.49-6.24) 
Low (n=198) Ref. Ref. Ref. Ref. Ref. Ref. 
^
Education category compares School Leaving Certificate and above (n=324) and 'Some secondary level education or below' (n=168). 
 *<p0.05 
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Table 5.3 Adjusted multivariable logistic regression showing young people’s Sexual Relationship Power and Knowledge on contraception, 
abortion and STI including condom use at first sexual relationship and current use of contraception, and education. (n=492) 
 
Odd ratio (95% Confidence Interval) 
Higher Knowledge 
Condom use at first 
sexual relationship 
Current use of 
contraception  
Education^  
Contraception  Abortion  STI  
Sexual Relationship Power       
High (n=231) 0.77 (0.41-1.33) 0.97 (0.56-1.69) 1.32 (0.51-3.39) 1.21 (0.62-2.33) 1.43 (0.64-3.18) 2.97* (1.14-6.13) 
Medium (n=155) 0.75 (0.42-1.33) 1.38 (0.76-2.51) 1.67 (0.62-4.50) 1.37 (0.71-2.64) 1.29 (0.66-2.51) 2.59* (1.30-5.18) 
Low (n=106) Ref. Ref. Ref. Ref. Ref. Ref. 
Relationship Control 
Subscale 
      
High (n=57) 1.24 (0.81-1.89) 0.85 (0.45-1.62) 1.15 (0.22-5.98) 1.90 (0.98-3.67) 2.18 (0.81-5.90) 3.61* (1.36-9.58) 
Medium (n=177) 0.80 (0.46-1.38) 0.75 (0.47-1.21) 0.77 (0.30-1.96) 1.31 (0.84-2.05) 1.22 (0.54-2.76) 2.92* (1.72-4.96) 
Low (n=258) Ref. Ref. Ref. Ref. Ref. Ref. 
Decision-Making 
Dominance Subscale 
      
High (n=165) 0.61 (0.30-1.21) 1.44 (0.66-3.16) 1.15 (0.32-4.10) 0.79 (0.41-1.49) 0.92 (0.32-2.68) 1.29 (0.57-2.92) 
Medium (n=129) 1.13 (0.64-1.98) 1.97* (1.09-3.56) 1.09 (0.48-2.49) 0.71 (0.39-1.30) 1.08 (0.51-2.28) 1.85 (0.98-3.49) 
Low (n=198) Ref. Ref. Ref. Ref. Ref. Ref. 
^Education category compares School Leaving Certificate and above (n=324) and 'Some secondary level education or below’ (n=168). 
 *<p0.05 
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 Chapter 6
Attitude towards Sexuality and 
Gender Equality 
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 Introduction 6.1
This chapter presents data pertaining to the attitudes of young people in Nepal, as expressed by our 
study demographic, towards gender-related issues. First presented are attitudes towards sexuality 
and gender expressed by the study participants, followed by their responses to the Gender Equitable 
Male (GEM) scale. Finally, associations between the GEM scale scores and socio-demographic 
variables are examined. 
 Attitude towards sexuality and gender norms 6.2
Youth attitudes towards gender norms around the issues of pre-marital sex, coercion/violence, and 
safe sexual practice are presented in Table 6.1. Nearly one-quarter of young people agreed with the 
statement that 'Woman using contraception may become promiscuous' but men were significantly 
more likely to agree with the statement when compared to women (28% vs 17%; p=<0.001). When 
asked their views on the statement that 'Girls should remain virgins until they marry' a majority 
(79%) of women agreed compared to only 38% of men (p=<0.001). Compared to men, women were 
also significantly more likely to agree with the statement that 'men should remain virgins before they 
marry' (78% vs 35%, p=<0.001). Furthermore, a significantly greater proportion of women agreed 
with the statement 'It is mainly a woman’s responsibility to ensure that contraception is used 
regularly' (25% versus 17% p=0.021). 
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Table 6.1 Youth attitude towards sexuality, gender and norms (n=1400) 
Attitude towards sexuality and gender norms 
Total 
(n=1400) 
Male 
(n=680) 
Female 
(n=720) 
p-value 
Birth control is part of responsible sexuality     
Agree 1337 (95.5) 648 (95.3) 689 (95.6) 0.833 
Disagree  63 (4.5) 32 (4.7) 31 (4.4)  
A man should share responsibility for birth control     
Agree 1382 (98.7) 672 (98.9) 710 (98.5) 
0.569 
Disagree  18 (1.3) 8 (1.1) 10 (1.5) 
Contraception is a woman’s business and a man should not have to worry about it 
Agree 36 (2.6) 18 (2.6) 18 (2.6) 
0.950 
Disagree  1364 (97.4) 662 (97.4) 702 (97.4) 
Woman using contraception may become promiscuous  
Agree 
Disagree  
 
    
315 (22.5) 192 (28.3) 123 (17.1) 
<0.001 
1085 (77.5) 488 (71.7) 597 (82.9) 
A boy will not respect a girl who agrees to have sex with him 
Agree 582 (41.6) 270 (39.7) 312 (43.3) 
0.269 
Disagree  818 (58.4) 410 (60.3) 408 (56.7) 
Girls should remain virgins until they get marry     
Agree 829 (59.2) 260 (38.2) 569 (79.0) 
<0.001 
Disagree  571 (40.8) 420 (61.8) 151 (21.0) 
Boys should remain virgins until they get marry     
Agree 797 (56.9) 235 (34.5) 562 (78.1) <0.001 
Disagree  603 (43.1) 445 (65.5) 158 (21.9)  
It is mainly a woman’s responsibility to ensure that contraception is used regularly 
Agree 299 (21.3) 118 (17.4) 181 (25.1)  
Disagree  1101 (78.7) 562 (82.6) 539 (74.9) 0.021* 
The best way to prevent STIs and unintended pregnancies among young people is to keep them in the dark about these 
issues 
Agree 13 (0.9) 3 (0.5) 10 (1.4) 
0.192 
Disagree  1387 (99.1) 677 (99.5) 710 (98.6) 
Since unmarried youth are not sexually active they do not need to receive education on SRH 
Agree 17 (1.2) 8 (1.1) 9 (1.3) 
0.774 
Disagree  1383 (98.8) 672 (98.9) 711 (98.7) 
Educating youth about preventing pregnancies and STIs leads to sexual immorality 
Agree 58 (4.1) 23 (3.3) 35 (4.9) 
0.328 
Disagree  1342 (95.9) 657 (96.7) 685 (95.1) 
It is justified for a husband to force a wife into sexual intercourse without her consent 
Agree 10 (0.7) 8 (1.1) 2 (0.3) 
0.083 
Disagree  1390 (99.3) 672 (98.9) 718 (99.7) 
It is appropriate to beat girlfriend/wife by boyfriend/husband to prove their control over them 
Agree 5 (0.3) 3 (0.4) 2 (0.2) 
0.550 Disagree  1395 (99.7) 677 (99.6) 718 (99.8) 
*p<0.05 
128 
 Young people’s attitude towards Gender equality 6.3
Nearly half (53%) of young people surveyed displayed moderately equitable gender attitudes on the 
GEM scale (Figure 6.1). Of this group slightly more than a third (35%) had highly equitable gender 
attitudes. A very small proportion (12%) of young people scored low on the GEM scale. Compared 
to women, men more frequently scored in the high category on gender equity (29% female versus 
41% male). Women were over represented in the low equity scores (17% women against 7% men). 
 
 
Figure 6.1 GEM’s Scale Score of youth aged 15-24 in Nepal (n=1400). 
 
Results from the GEM Scale items relating to sexual relationships, sexuality and reproductive health 
showed some variation between males and females (Table 6.2). In regards to the sexual relationship 
 
Figure 6.1 GEM's Scale Score of youth aged 15-24 in Nepal (n=1400) 
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items, males were more likely than females to agree with the statements (for example), ‘It is the man 
who decides what type of sex to have’ (70% vs 54%, p<0.001), and ‘If a woman was raped then she 
herself is responsible for the incident' (17% vs 8%, p<0.001), all demonstrating lower equity 
attitudes. Similarly, females were more likely to hold inequitable attitudes towards sexuality, and 
agree more often than males (for example) with the statements ‘Men are always ready to have sex’ 
(57% vs 68%, p<0.001), and ‘A woman who has sex before she marries does not deserve respect’ 
(36% vs 51%, p<0.001). 
In terms of reproductive health, almost half (48%) of all participants agreed with the statement ‘It is 
a woman’s responsibility to avoid getting pregnant’ with no significant difference found between 
males and females (47% vs 48%, p=0.615). A very small number of young people agreed that 'a real 
man produces a male child' (6%), and males tended to agree more with this statement (9% vs 4%; 
p=0.012). 
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Table 6.2 Young people who agreed on the Gender Equitable Scale attitudinal statements by sex 
Statements 
Total (n=1400) Male (n=680) Female (n=720) 
P value* 
No. (%) No. (%) No. (%) 
Sexual relationship and Sexuality 
    
It is the man who decides what type of sex 
to have. 
864 (61.7) 472 (69.5) 391 (54.4) <0.001* 
Men are always ready to have sex. 879 (62.8) 387 (56.9) 492 (68.3) 0.002* 
Men need sex more than women do. 946 (67.6) 347 (51.0) 599 (83.2) <0.001* 
A man needs other women even if things 
with his wife are fine. 
893 (63.8) 430 (63.2) 433 (64.3) 0.672 
You don’t talk about sex, you just do it. 462 (33.2) 216 (31.8) 248 (34.5) 0.446 
It disgusts me when I see a man acting 
like a woman. 
989 (70.7) 505 (70.7) 484 (67.2) 0.050 
A woman should not initiate sex. 477 (34.0) 184 (27.0) 293 (40.7) <0.001* 
A woman who has sex before she marries 
does not deserve respect. 
608 (43.5) 244 (35.9) 365 (50.7) <0.001* 
If woman has been raped then she herself 
is responsible for the incident. 
177 (12.6) 118 (17.3) 59 (8.2) <0.001* 
A woman can refuse to have a sexual 
intercourse with her partner/husband. 
512 (36.6) 283 (41.7) 228 (31.7) 0.011* 
Reproductive Health     
Men should be outraged if their partner 
asks them to use a condom. 
66 (4.7) 32 (4.7) 34 (4.7) 0.953 
It is a woman’s responsibility to avoid 
getting pregnant.  
665 (47.5) 317 (46.6) 348 (48.3) 0.615 
Only when a woman has a child is she a 
real woman. 
570 (40.7) 243 (35.7) 327 (45.4) 0.055 
A real man produces a male child. 88 (6.3) 58 (8.5) 30 (4.1) 0.012* 
*p<0.05 
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 Factors associated with gender equitable norms 6.4
A significant bivariate association was found between the GEM Scale and young people’s sex, 
marital status, any school attendance, education status, occupation and source of income (Table 6.3). 
Compared to females, males had a 6 times greater chance of being highly gender equitable (95% CI 
1.15-2.35, p=0.008). Never married young people had a seven times (95% CI 1.18-2.47) greater 
chance of scoring higher on the gender equitable attitudes scale than ever married youth (p=0.005). 
Likewise, young people who had ever studied at school had three times (95% CI 1.26-10.52) higher 
odds of scoring high on the gender equitable attitudes scale than those that had never studied 
(p=0.018). Furthermore, young people who had obtained secondary or above level education were 
significantly more likely to have high gender equitable attitudes toward sexual relationships and 
reproductive health, than those who had not achieved at least secondary education (p<0.001). 
Similarly, young people’s occupation appeared to be a strong predictor of attitudes toward gender 
equitable norms related to sexual and reproductive health (p<0.001). Current students had a nine 
times higher chance of scoring high on the gender equitable attitudes scale than did non-students. 
Young people who were economically independent scored significantly lower on the GEM scale 
(p=0.035) when compared to young people who were financially dependent on their parents and 
other family members. 
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Table 6.3 Results of bivariate logistic regression showing young people’s attitudes toward gender 
equitable norms related to sexual relationship and reproductive health 
Socio-demographic characteristics 
Low/Moderate Equity 
(n=911) 
High Equity 
(n=489) 
Odds ratio 
(95% CI
^
) 
p- value 
Sex     
Female 508 (70.5) 212 (29.5) Ref. 
0.008* 
Male 403 (59.3) 277 (40.7) 1.64 (1.15-2.35) 
Age     
15-19 438 (65.2) 234 (34.8) 0.99 (0.73-1.35) 
0.966 
20-24 473 (65.0) 255 (35.0) Ref. 
Marital Status     
Ever married 199 (74.3) 69 (25.7) Ref. 
0.005* 
Never married 712 (62.9) 420 (37.1) 1.71 (1.18-2.47) 
Place of origin     
Rural 454 (67.8) 215 (32.2) Ref. 
0.148 
Urban 457 (62.6) 274 (37.4) 1.26 (0.92-1.73) 
Type of family     
Extended 181 (62.3) 110 (37.7) Ref. 
0.335 
Nuclear  730 (65.8) 379 (34.2) 0.86 (0.62-1.18) 
Ever studied at school     
Yes 888 (64.7) 485 (35.3) 3.65 (1.26-10.52) 
0.018* 
No 23 (87.0) 4 (13.0) Ref. 
Education     
Lower secondary and below  159 (85.1) 28 (14.9) Ref. 
<0.001* Secondary  335 (68.5) 154 (31.5) 2.64 (1.74-4.02) 
Higher Secondary and above 417 (57.6) 307 (42.4) 4.22 (2.82-6.30) 
Ethnicity     
Tibeto-Burmese  438 (63.8) 249 (36.2) Ref. 
0.445 
Indo-Aryan 474 (66.3) 240 (33.7) 0.89 (0.66-1.20) 
Religion     
Hindu 751 (65.2) 400 (34.8) Ref. 
0.856 
Non-Hindu 160 (64.4) 89 (35.6) 1.04 (0.70-1.53) 
Occupation     
Non-students 326 (75.1) 108 (24.9) Ref. 
<0.001* 
Students 585 (60.6) 381 (39.4) 1.96 (1.41-2.73) 
Source of income     
Parents and other family 
  members  
831 (64.1) 467 (35.9) Ref. 
0.035* 
Self 80 (78.2) 22 (21.8) 0.49 (0.26-0.95) 
Main source of SRH information     
Radio 678 (63.9) 383 (36.1) Ref. 
0.208 Television 175 (69.2) 78 (30.8) 0.79 (0.58-1.07) 
Friends, teachers and others 58 (67.8) 28 (32.2) 0.84 (0.58-1.22) 
^ CI: Confidence Interval; Ref.: Reference category; *p<0.05 
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In the adjusted multivariable logistic analysis, the factors of 'sex' and 'education' remained 
significant variables affecting young people’s attitude towards gender equity (Table 6.4). Compared 
to females, males had four times (95% CI 1.05-2.27) greater odds of displaying high gender equity 
(p=0.027). Young people who had at least secondary education had twice the chance (95% CI 1.47-
3.18), and higher secondary and above education three times (95% CI 2.23-5.55) higher odds, of 
scoring high on gender equity, than those who had at most, lower secondary education (p<0.001). 
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Table 6.4 Results of multivariable logistic regression showing young people’s attitudes toward gender 
equitable norms related to sexual relationship and reproductive health 
Socio-demographic characteristics Adjusted Odds ratio (95% CI
^
) p- value 
Sex   
Female Ref. 
0.027* 
Male 1.55 (1.05-2.27) 
Age   
15-19 1.07 (0.74-1.53) 
0.718 
20-24 Ref. 
Marital Status   
Ever married Ref. 
0.575 
Never married 0.88 (0.56-1.39) 
Place of origin   
Rural Ref. 
0.448 
Urban 1.15 (0.79-1.65) 
Type of family   
Extended Ref. 
0.281 
Nuclear  0.84 (0.61-1.16) 
Education   
Lower secondary and below  Ref. 
<0.001* Secondary  2.16 (1.47-3.18) 
Higher Secondary and above 3.52 (2.23-5.55) 
Ethnicity   
Tibeto-Burmese  Ref. 
0.325 
Indo-Aryan 0.85 (0.60-1.19) 
Religion   
Hindu Ref. 
0.962 
Non-Hindu 1.01 (0.66-1.53) 
Occupation   
Non-students Ref. 
0.452 
Students 1.18 (0.75-1.87) 
Source of income   
Parents and others  Ref. 
0.279  
Self 0.71 (0.37-1.34) 
Main source of SRH information   
Radio Ref. 
0.465 Television 0.82 (0.59-1.14) 
Friends, teachers and others 1.07 (0.71-1.64) 
^ CI: Confidence Interval; Ref.: Reference category; *p<0.05 
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 Chapter 7
Qualitative Result: 
Focus Group Discussion 
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 Introduction 7.1
This chapter presents the results of the analyses of the qualitative data collected from the focus 
group discussions with separate male and female groups of youth. The first section presents an 
overview of the demographic characteristics of the focus group participants. Key themes and sub-
themes that emerged during the focus group discussions in relation to knowledge about pregnancy, 
abortion and contraception, and sexually transmitted infections are then discussed. Also presented in 
this chapter is the analysis of qualitative data relating to young people’s sources of SRH 
information, their sexual behaviour and experience and their understanding of societal attitudes 
towards premarital sexual relationships, as well as their understanding of safe sex practices. Finally, 
issues and factors such as sexual coercion, unwanted pregnancies, health seeking behaviour, 
respondents' notions of the impact of gender and power on SRH, and respondents' experiences and 
utilisation of sexual and reproductive services are presented. 
 Participant’s Characteristics 7.2
A total of 73 participants took part in the eight focus group interviews, 35 (48%) were young men 
and 38 (52%) were young women. Separate groups were held for men and women in order to 
facilitate an environment that would encourage them to speak freely about SRH matters. There were 
eight to twelve in each group, and saturation, whereby no new themes were emerging, was achieved 
by the fourth group session for both sexes.  The demographic characteristics of the participants are 
documented in Table 7.1. 
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Table 7.1 Socio-demographic characteristics of participants in focus groups 
Characteristics Female(n=38) Male (n=35) Total (n=73) 
Age (years) 
15-20 
21-24 
10 
28 
6 
29 
16 
57 
Current marital status 
Unmarried 
Married 
19 
19 
19 
16 
38 
35 
Caste/Ethnic group 
Brahmin/Chhetri (Privileged castes) 
Janajatis/Indigenous (Hill ethnic minority groups) 
Newar (Privileged hill ethnic group) 
Madhesi (Disadvantaged lowland ethnic group) 
Dalit (Disadvantaged occupational castes) 
15 
13 
9 
1 
0 
19 
9 
3 
2 
2 
34 
22 
12 
3 
2 
Education status 
Primary school (Grade 1-5) 
Lower secondary school (Grade 6-8) 
Secondary school (Grade 9-10) 
School Leaving Certificate (Grade 10 passed) 
Higher secondary (Grade 11-12) 
University or Higher 
3 
2 
1 
6 
5 
21 
2 
2 
1 
2 
5 
23 
5 
4 
2 
8 
10 
44 
Occupation 
Housewife/husband 
Student 
Teacher 
NGO workers 
Migrant workers 
Chef 
Business/self employed 
Labourer 
Driver 
5 
16 
2 
4 
0 
0 
1 
0 
0 
0 
25 
1 
0 
2 
1 
3 
2 
1 
5 
41 
3 
4 
2 
1 
4 
2 
1 
Cluster/District 
Bhaktapur Municipality/Bhaktapur 
Lalitpur sub-metropolitan city/Lalitpur 
Kathmandu metropolitan city/Kathmandu 
8 
11 
19 
0 
8 
27 
8 
19 
46 
 
 Knowledge on Sexual and Reproductive Health 7.3
Issues addressing knowledge on sexual and reproductive health were classified into three major 
themes, namely, knowledge about pregnancy and antenatal visits, contraception and abortion and 
knowledge about sexually transmitted infections, including sources of information. 
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 Knowledge of Pregnancy and Antenatal Visit 7.3.1
The participants were all aware of pregnancy and antenatal visits. Overall, pregnancy was 
considered something to be avoided, and this was a major part of respondents’ rationale for 
considering contraception. When participants were asked whether a woman could get pregnant at 
her first sexual intercourse most of the participants expressed mixed thoughts and different 
understandings, and mostly reported that it depended upon her menstrual cycle and also whether or 
not she or her partner used contraception during sexual intercourse. For example: 
'In this matter, a girl has their monthly period (menstruation) and says there should be no 
sexual contact for within 10 days to 20 days, if the cycle is of 28 day. If there is a sexual 
contact within 14 days in between that, the possibility of getting pregnant is more. If there is a 
sexual contact before or after, there is no possibility of getting pregnant'. —Unmarried female, 
aged 23 years. 
'They can become pregnant because that is the age which is highly fertile since 15-49 years is 
considered to be fertility age and after that is the infertility age...There is a maximum 
possibility for first timers becoming pregnant'. —Unmarried female, aged 20 years. 
'In depends on when she had her menstruation, if it was done within 10-16 days or 12-16 days 
after her menstruation then the chances are high'. —Unmarried male, aged 23 years 
'If sex is done within 7
th
 to 28
th
 day of menstruation period, woman may become pregnant even 
in the first time, apart from those days woman may not become pregnant'. —Unmarried Male, 
aged 22 years. 
Some participants considered the best illustration of this circumstance as being the case of rape, and 
how this can be seen as a similar circumstance to a first sexual intercourse in her life. 
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'As we all have seen in the case of first sexual contact like rape case a girl getting 
pregnant…'—Unmarried female, aged 23 years. 
Another married man aged 20 years gave an example from his village and friend’s situation saying: 
'It depends on the physical condition of a woman. If she is physically able then there are 
chances of her becoming pregnant. But there are cases of women who have become pregnant 
right after her first intercourse in my village. Some of my friends have said that their wives 
became pregnant right after their first intercourse and gave birth to a baby boy'. 
Some participants expressed the misconception and misapprehension that women could not become 
pregnant at her first sexual intercourse. 
'There are no chances of pregnancy'. —Married female, aged 22 years. 
'I don’t think a woman gets pregnant after her first intercourse. A woman doesn’t become 
pregnant'. —Married male, aged 24 years. 
'Well...a woman doesn’t become pregnant after her first intercourse'. —Married male, aged 24 
years. 
'According to what I have heard, you don’t conceive after the first sexual relation. I heard it 
from the radio or somewhere'. —Unmarried female, aged 22 years. 
Similarly, most of the participants thought it was safe to have sexual intercourse during 
menstruation because then there was no, or very little, chance of a woman getting pregnant. The 
reasoning given here was that the ovum and sperm would not be able to meet during menstruation 
since the ovum has already been expelled. 
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'I have heard that having sex while having period is totally safe'. —Unmarried female, aged 22 
years. 
'Women will not get pregnant if the sexual intercourse takes place during menstrual period. 
The chance of pregnancy is minimal'. —Married female, aged 20 years. 
'If the first intercourse is done while the woman is having her menstruation then it impossible' 
[everyone laughed and agreed]—Married male, aged 22 years. 
'For pregnancy to occur sperm and ovum must meet, isn't it? First, during menstruation period 
it is not possible to meet. It is different thing, if it is done by scientifically or exceptionally. 
Normally it is not possible'. —Unmarried male, aged 24 years 
'In my experience and knowledge I also think it is not possible'. —Unmarried male, aged 24 
years. 
Knowledge of antenatal care was overall higher among youth. Generally women were more aware 
of the purpose of antenatal care than were men. 
'She needs go on the third month but I don’t exactly know about the right times to go because 
we are not women' [everyone laughed] —Unmarried male, aged 20 years. 
The main reason discussed for the need to attend antenatal care was to monitor the health of the 
mother and baby. Participants mentioned the importance of identifying problems during pregnancy, 
seeking timely advice, and taking iron tablets. 
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'The pregnant women should go for check-ups to know the health condition of both mother and 
the baby. Doctors provide suggestions to give birth to a healthy baby, such as what to eat and 
what not to'. —Married female, aged 24 years. 
'A woman should go for check up to determine the condition of the baby and posture of the 
fertilised egg. A woman should take iron tablets after she gets pregnant and she will be 
prescribed with iron tables. A woman will be given tetanus injection and the health condition of 
both a woman and the pregnancy will be determined. A woman should go for regular check up 
to determine the above-mentioned facts'. —Unmarried female, aged 23 years. 
 Understanding about Appropriate Contraception for Young People 7.3.2
The vast majority of the participants stated that condoms were the preferred contraceptive method 
for both married and unmarried young people. The main reasons cited were that they were the 
easiest method to use, were readily available, affordable, safe and reliable, had no side effects, and 
prevented both STI’s and pregnancys. Overwhelmingly, the wide availability and low cost of 
condoms made them a preferred choice for youth. 
'People will notice if unmarried partners use other methods of family planning and condoms 
are easy to use and others will not know about it. Condoms are easily available in places like 
pharmacies and hospitals. …You have to go to the hospital to use other methods of family 
planning and people will notice you so condoms are the best...'. —Married female, aged 21 
years. 
Condoms were also favoured because they were effective for STI prevention and were not 
associated with any negative side effects. 
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'It is because while using condoms, sexual diseases are not transmitted. Some women have side 
effects from hormone methods but there are no side effects from condoms'.—Unmarried female, 
aged 23 years. 
'They are easy to use, cheap and reliable and easily available in the cities and villages'. —
Unmarried male, aged 24 years. 
 Knowledge of Legalisation of Abortion 7.3.3
Knowledge about legalisation of abortion was, in general, good among participants, with women 
more than men being aware of the legalisation of abortion. Some men were not sure whether or not 
it had been legalised. Abortion was considered a reasonable option for unwanted pregnancies up to 
12 weeks for any pregnant woman. 
'These days, it has become easier because the government has passed the law which give right 
to the pregnant women to abort. In most of the cases, when underage girls get pregnant then 
they choose abortion'. —Married female, aged 24 years. 
'If an unmarried woman is pregnant then she can abort it as soon as she gets to know. And 
legally also she can get an abortion till with few weeks. They also want to be safe'. —Married 
male, aged 24 years. 
Most of the female participants demonstrated fairly higher knowledge about the circumstances that 
women can use to access safe abortion services as per government legalisation. Almost all 
participants were aware that up to 12 weeks gestation any woman can access abortion on demand. 
Some participants were aware that if a pregnant woman's life was in danger, or should the fetus have 
a deformity, or should the pregnancy be resultant from rape or incest, then abortion can take place 
up to 18 weeks gestation. 
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'If the pregnancy is unwanted and has not crossed over 12 weeks then they can legally abort 
the pregnancy'. —Married female, aged 24 years. 
 If woman gets pregnant due to someone’s excessive force, under age, rape cases, if the 
husband and wife decides to — but the abortion should be conducted within 12 weeks in case of 
unwanted pregnancies'. —Married female, aged 23 years. 
 'If a doctor confirms that there are chances of giving birth to disabled baby then they can 
abort. Abortion can be done if it will affect the health of pregnant women or her pregnancy. —
Married female, aged 24 years. 
'One can abort the pregnancy if it has occurred due to rape or any other pressure (incest) till 
18
th
 week. If the baby is disabled then the mother can decide to abort anytime'. —Unmarried 
male, aged 22 years. 
'If the baby is mentally or physically challenged then they can abort the baby. Such cases have 
to be recommended by the doctors'. —Unmarried male, aged 24 years. 
'If the situation of the baby is difficult inside the uterus or if the mother’s life is at danger then 
the abortion can be done'. —Married male, aged 24 years. 
'Anyone can do the abortion until 12 weeks. If there is a rape case they are allowed to do the 
abortion later and also if the mother has some health issues'.—Unmarried female, aged 23 
years. 
Very few participants were aware that mental health conditions also allowed women to access safe 
abortion if they did not want to continue the pregnancy. 
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'If a woman is mental patient then she can abort the pregnancy. Pregnancy occurred by rape 
cases can be aborted'. —Unmarried male, aged 23 years. 
However, some misconceptions and misapprehensions in relation to abortion services were also 
observed from the discussions among youth. For example: 
'If the woman wants to do it then it can be done within 16-17 weeks of pregnancy. I don’t think 
it can be done if the woman is raped. But it is being done secretly and in Nepal nobody really 
follows the rule. The doctors will care about money'. —Married male, aged 22 years. 
 Abortion Service Seeking Behaviour 7.3.4
Almost all participants reported that young people preferred to access abortion services at Marie 
Stopes Clinics and government hospitals because these facilities were viewed as the safest services, 
offering the greatest privacy. Private Service sectors in Nepal were viewed less favourably because 
of costly service charges. 
'Mary Stopes, private clinics, government hospitals. Where else can they (female) go besides 
these places?—'Married male, aged 22 years. 
'They will go to hospitals...they can also go to Marie Stopes Clinics. Private health centres that 
provide such facilities might use medicines according to their interest because they just want to 
take the money. Government hospitals would keep your previous health records and provide 
services relating with patient’s history. Therefore, government hospitals are safer than private 
ones'.—Married female, aged 24 years. 
'Marie Stopes. They want their life to be safe. Many women don’t want others to find out about 
their abortion and that is why they go there'. —Married male, aged 23 years. 
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'There might be fake doctors in private hospitals that might not provide proper care. Therefore, 
government hospitals are the place where youth go to have health related problems treated. 
Doctors are experienced and reliable'. —Married female, aged 23 years. 
 Reason for the Selection of Places for Abortion Services 7.3.5
Almost all the participants mentioned that the main factors that they considered important in an 
abortion service were safety and privacy. 
'Everyone wants to receive safe services and that is why they visit such places'. [all participants 
agreed]—Married male, aged 23 years. 
'They (women) want their life to be safe. Many women don’t want others to find out about their 
abortion and that is why they go there'.—Married male, aged 22 years. 
Some participants also mentioned the following factors; availability of counselling services, access 
to trained, skilled and experienced health professionals such as doctors and nurses, and reasonable 
and affordable cost as being important to them, and the reasons that they would seek abortion 
services at Marie Stopes and government hospitals. 
'Those (Marie Stopes, government hospitals) facilities are good and also because they provide 
counselling. The government hospital charge fewer fees that’s why'. —Unmarried female, aged 
19 years. 
'The same service can be utilised at cheaper cost in government hospitals whereas private 
hospitals or health centres take larger amount for the same facility and service', —Married 
female, aged 23 years. 
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'Due to the presence of expert and skilled health employees'. —Unmarried female, aged 24 
years. 
'Experienced doctors in government hospitals would provide safe services and the cost will be 
lesser than private ones'. —Married female, aged 24 years. 
 Knowledge of Sexually Transmitted Infection 7.4
The focus group participants were asked about their knowledge of modes of transmission of STIs, 
potential consequences of STIs, and STI treatment seeking behaviour. Most of the young people 
were aware of sexually transmissible infections and understood that disease transmission occurred 
through unsafe sexual contact. 
'Sexual diseases are those diseases which are transferred through unsafe sex. Bhiringi 
(syphilis) and gonorrhoea are some of its types. Usually in our villages, women complain about 
discharge of white fluid, lower abdominal pain, itching around genitals and wounds and 
allergies around the sexual organs and these are all symptoms of sexual diseases. Men 
experience discharge of yellow fluid through their genitals and allergies or wounds around 
their genitals'. —Married female, aged 23 years. 
'...sexual diseases occur from having unsafe sex and the symptoms can appear anywhere in the 
body. Sexual diseases are transmitted from sexual intercourses'. —Unmarried male, aged 20 
years. 
 Knowledge of STI Types and Symptoms 7.5
Most participants are aware of the infections of HIV, gonorrhoea and syphilis, which were 
frequently mentioned. They were also very much aware of STI symptoms. Most frequently reported 
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symptoms were urethral/vaginal discharge, genitalia itching and rashes, burning sensation upon 
urination, and, in women, lower abdominal pain. 
'Having bristles/boils in sexual organ, heavy foul vaginal discharges, itching around sexual 
organ, sore in sexual organ and burning sensation are the symptoms of sexually transmitted 
infections'. —Unmarried female, aged 19 years. 
'It will be painful while urinating and there will be red spots around your sexual organs when 
you are infected with sexual diseases...discharge of white fluid, pain in lower abdominal, 
difficult while urinating, feeling itchy around sexual organs, etc. that’s all'. —Married female, 
aged 24 years. 
'Women will experience vaginal discharge and tumours. Men will experience itchy sensation 
and a burning sensation during urination'. —Married male, aged 20 years. 
'Symptoms of sexual diseases are discharge of bad smelling fluid from sexual organ, discharge 
of thick yellow fluid, white allergies around genitals, wounds and itchiness around sexual 
organs are few symptoms of sexual diseases. When husband and wife have sex they will 
experience a burn and pain in lower abdominal due to sexual diseases. Symptoms of sexual 
disease among men are discharge of white fluid from the penis, wounds and allergies at top of 
the penis, feeling frequent urinating, feeling hot while having sex, etc. are symptoms of sexual 
disease among men'. —Married female, aged 23 years. 
'Men and women both will have rashes on the face; men will have discharge of pus from their 
penis. Women will suffer from abdominal pain'. —Married male, aged 23 years. 
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However, participants reported some misconceptions about STI symptoms. Symptoms common to 
other general illnesses, such as weight loss, lethargy, nausea, vomiting, loss of appetite, weakness 
and thinness were also frequently mentioned in the discussions.  
 Knowledge of Modes of Transmission 7.5.1
The participants had a high level of knowledge of STI transmission, citing practices such as unsafe 
sex and sexual intercourse with multiple partners without using condoms, having sex with an 
infected person, sharing syringes and needles, and being exposed to contaminated blood from an 
infected person, as the main modes of infection. 
'Unsafe sex and having sex with multiple partners are the causes of being infected with sexual 
diseases'. —Married female, aged 24 years. 
'It spreads if you have sexual contact with any random person without using a condom'. —
Married male, aged 22 years. 
...[Laughing]...'If you don’t use condom then you can contract it. If you have unprotected sex 
with random people who are suffering from it then you can contract it'. —Unmarried male, 
aged 23 years. 
'It spreads through sexual contact with a person who is suffering from such diseases. It can 
also spread through used injections'. —Married male, aged 24 years. 
Some men were also aware that STIs could be transmitted from a mother-to-child via blood. 
'If a pregnant woman is infected with sexually transmitted infections like HIV then she can pass 
it on to her baby through blood. It can also spread by sharing a needle. If many people use the 
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same injection it can also spread, when too many people use the same piercing instruments or 
needles it can also spread HIV'. —Married male, aged 24 years. 
'It (STIs) can be transferred through blood; if the pregnant woman is infected then her baby 
will also be infected by sexual diseases'. —Unmarried male, aged 20 years. 
 Knowledge on Consequences of STI 7.5.2
Most of the young people reported that they felt that untreated STIs could have a negative impact on 
the reproductive health of men and women, including adverse effects on fertility, sexual function, 
and psychological well-being. Participants were aware of the health consequences associated with 
STI s and mentioned issues such as infertility, impotency and cervical cancer as well as stigma and 
social isolation. 
'There might be chances of not being able to become pregnant and becoming impotent if not 
treated on time. The chance of infertility is high'. —Unmarried male, aged 22 years. 
 'Men and women can become impotent, suffer from rashes, and give birth to physically 
defective baby'. —Married male, aged 22 years. 
 'Women will have infertility. They may die due to feelings of depression, not being able to 
share their plight and not willing to come out. They keep everything within them'. —Unmarried 
female, aged 21 years. 
'There will be infertility and due to continuous infection, there are chances of other parts too 
getting infected. It might be transmitted to your partner as well'. —Unmarried female, aged 23 
years. 
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'A woman might not be able to become pregnant or cannot conceive, problems might occur into 
uterus, etc. There are chances of uterus cancer if sexual diseases are not treated on time. 
Therefore, sexual diseases should be treated on time'. —Married female, aged 23 years. 
'There are chances developing cancer. Uterus will be affected badly. It can develop HIV if kept 
for longer period of time'. —Married female, aged 23 years. 
 Knowledge on Prevention and Management of STI 7.5.3
Participants had a high level of knowledge regarding STI prevention. Most participants reported that 
safe sex practices included using condoms, not having sexual contact with casual or multiple 
partners, and seeking medical help for the treatment and management of possible infections as early 
as possible. However, some participants held misconceptions regarding STI prevention and believed 
washing and cleaning sexual organs with soap and water and antiseptic, would prevent infection. 
For example: 
'Condoms should be used while having sex. Sexual relationships should take place between 
trustworthy partners only. Women should have sex with their husbands only'. —Married 
female, aged 23 years. 
'The most important among all is to have safe sex. We should not have multiple sex partners. 
We have to consult with doctors as soon as we feel like being infected with sexual diseases. 
Medication should be started immediately. We should not let others share under wears when 
we are infected with sexual diseases…men should be told to clean their genitals before sex 
because it might cause irritation around women’s vagina. Men should be told to wash their 
genitals regularly. These will prevent from being infected with sexual diseases'. —Married 
female, aged 24 years. 
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'Used syringes shouldn’t be reused. People should only have sexual contact with their husband 
or wife'. —Married male, aged 23 years. 
'One has to be aware and use condoms. You shouldn’t have sexually contact with any random 
person' [laughing] —Married male, aged 23 years. 
You have to limit the number of your partner and not have sex with random partners'.—
Unmarried male, aged 24 years. 
'You should not have sexual contact with people who are suffering from the disease and also 
shouldn’t go to prostitutes'. —Unmarried male, aged 23 years. 
 STI Treatment-Seeking Behaviour 7.6
Most of the young people reported that if they were to experience symptoms of a STI, they would 
seek medical help, although this would be delayed until they perceived the situation as serious. 
'They (youth) will go to hospital after being infected with sexually transmitted diseases. They 
will take the prescribed medicines. They will take advice from hospital. Most young people will 
try to hide their problems at the beginning but if they feel it is serious then they will go to 
hospital'. —Married female, aged 23 years. 
'They (youth) will go to a specialist…they go to the doctor and hospitals. 
Well…(thinking)…they will go to a place where no one knows them and far from their locality. 
If it is serious they will go. Otherwise not'. —Unmarried male, aged 21 years. 
'Most of the youths will try to hide the problems but if they feel it’s serious then they will go to 
the hospital'. —Married female, aged 23 years. 
152 
Some young men and women said that they would also seek advice from their close friends but hide 
information from their family members. Some young men reported that they would seek medical 
help far away from where they live because of shame and fear that their family members and 
relatives would find out. Confidentiality was an important issue regarding STI treatment. 
'They (youth) will secretly visit clinics. Youth fear to talk about such things because they fear 
that someone might say something'. —Unmarried male, aged 24 years. 
'Many might not go. They can ask for help from their friends and receive the treatment. If they 
go they will go to a doctor, clinics, and medical shops they know where their confidentiality 
will be maintained'. —Married male, aged 24 years. 
Some participants reported that initially young people hesitate to seek help for the treatment and 
management of their problem. They also mentioned that young people use different types of 
treatment including ayurvedic and homemade medicines instead of medical service based care. 
'Initially they won’t go hoping that it will get cured on its own. Many will use ayurvedic and 
homemade medicines. Some will go to the health institutions. They will go to a gynaecologist'. 
—Married male, aged 20 years. 
 Sources of SRH Information 7.7
Young people reported obtaining information on pregnancy, sex, contraception, STIs and 
HIV/AIDS from both conventional mass media as well as communication with friends and other 
sources. The participants frequently mentioned friends and the Internet as key sources, as well as 
radio, television, teachers and newspapers. Some of the young women also mentioned that their 
older sisters were a good supply of SRH information, as well as sisters-in-law and mothers. Friends 
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were the preferred source of information followed by doctors. The youth used the Internet 
extensively and also used mobile phones to discuss and share their experiences and seek answer to 
their queries. 
'We get sexual and reproductive health information from school, television, Internet and mobile 
phones. We exchange new sex related information we get from the Internet'. —Married male, 
aged 24 years. 
Although participants listed a lot of different sources of information, there were important 
differences between how these were perceived. Traits such as trustworthiness, openness and 
confidentiality of friends were highly regarded. 
'Friends are trustworthy. They don’t spread out the conversation quickly and they too share 
their private talking. Friends also give good counselling and keep advising. One can easily 
confide and share things with a friend that is why friends are the ones who are trustworthy'. —
Unmarried female, aged 19 years. 
For many participants family members were a trustworthy source of information.  For some this 
meant same-sex family members. 
'…they will get to know about it from friends, T.V, radio, newspapers but the information they 
receive from the parents will be the best'. —Unmarried male, aged 24 years. 
'I share among my sisters. Also in case of other women, they share among their senior family 
members. Women do not share information with their mothers or mother-in-law due to 
embarrassment. Neither will they share with their brothers or male family members. We share 
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issues related to family planning. Sexual matters are not disclosed to them'. —Married female, 
aged 20 years. 
'First of all, we can talk to our senior sisters and sisters-in-law about pregnancy, sexual and 
family planning matters. We can decide to go to a good doctor after getting their suggestions 
and views regarding these matters. People used to hesitate but these days they do talk. These 
days, unmarried women also feel free to talk, so, it’s easier for married women to talk about it' 
—Married female, aged 24 years. 
Information from the Internet was considered a convenient and highly accessible source of 
information. 
'The educated people today have Internet. Even me, if I get confused sometimes, I prefer the 
Internet. It is difficult when it is not possible and available at every place...even I feel shy to ask 
to my parents and my mother feels shy to answer me. This is something that you discover 
partially what sex is like. It is like this in Nepal. It is very convenient now due to having 
Internet... —Unmarried female, aged 22 years. 
'They talk from family planning to the different diseases related to reproductive health like also 
about related to abortion. They might talk with their life partner (boyfriend), but don’t know 
with the others. [All participants agreed and were laughing and saying how to say this]. Life 
partner is also called soul mate. She talks if she is having any problem or if she is not 
comfortable when her menstruation is irregular, like I said earlier if there is any problem in 
her reproductive organ or having pain in her breast. They can also share if they have any 
mental stress- like anyone could be torturing, also in the topic related to sex….isn’t it?'.—
Unmarried female, aged 24 years. 
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'The Internet is an easy source of information and there is no need to ask anyone and you don’t 
have to worry about other peoples comments. It will be difficult for us if we try to ask the family 
members about sexual and reproductive health matters'. —Unmarried female, aged 24 years. 
 Sexual Communication 7.8
Participants were also asked about the topics related to sexual and reproductive health that youth 
discussed, and with whom such matters were discussed. Most of the participants mentioned that they 
discussed topics such as contraception, family planning, risk of contracting sexually transmitted 
infections, abortion, and prevention of unwanted pregnancies. 
An unmarried young woman aged 20 years mentioned that youth even talk about sexual harassment 
issues with their family members and friends. 
'They can share if they are having sexual harassment within their own relatives or from their 
teachers'. —Unmarried female, aged 20 years. 
Participants were then asked if there were different topics in the sexual and reproductive health area 
that men and women discussed. Most of the women reported that men share about their sexual 
experiences with their male friends, whereas women do not share such information. Similarly, 
women reported that men talk about dating, the physical appearance of girls, masturbation and sex. 
'… woman doesn’t talk about her sex experience but the males do talk about his sex 
experiences with his male friends. Like what I have heard, they talk about having sex while 
watching a movie. According to what I have heard, they talk about those feelings which they 
get while having sex. We obviously don’t know how to have sex and in which way we should 
do'.  [laughing and speaking] —Unmarried female, aged 19 years. 
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'There may be all talks in the topic related to sex. I have heard that the movies they watch 
related to sex, most of them pleasantly talk without any hesitation'. —Unmarried female, aged 
24 years. 
'They talk about masturbation'. —Unmarried female, aged 23 years. 
 Sexual Behaviour and Experience 7.9
Three major themes emerged when participants were asked about their sexual behaviour and 
experiences, these being the commencement of sexual activity, the reasons for having sexual 
relationships, sexual coercion and abstinence. 
 Commencement of sexual activity 7.9.1
In order to understand young peoples’ attitudes to sexual behaviour, participants were asked the age 
they considered appropriate for the commencement of sexual contact, and the types of 
discussions/negotiations that young people engaged in before this activity. The views of participants 
were also sought regarding societal attitudes to premarital sexual relations and also towards young 
parenting. 
 Appropriate Age for Sexual Commencement 7.9.2
Young men and women expressed differing views as to the appropriate age for the commencement 
of sexual activities. Most of the young men expressed the view that the appropriate age for men to 
commence sexual relations was 20-22 years of age whereas for women it was 18-20 years of age. In 
contrast to this, more than three-quarters of the women said both men and women should start 
sexual relationships after the age of 20 years. 
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'It is right after 20 years but people develop a desire of sex from the age of 15. A woman 
physically develops fully only after 20 years and it is said that the age is right for woman to 
have active sex'. —Unmarried male, aged 24 years. 
'Their reproductive system plus their mental state both will have been developed by then so it 
above 20 is suitable to have sex'. —Unmarried female, aged 24 years. 
'I think it’s better to have sex at the age of 22-23 because at that age they are capable of 
knowing and understanding about this matter. At the same time, most of the youths will be 
studying at that age and they can stand on their own feet. They cannot take decision to have sex 
thinking about their future before that age. When they get 22-23 years old, they can make 
decisions for themselves'. —Married female, aged 24 years. 
'Sex is better after maturity only. Having sex merely on desire will surely destroy life of both 
girl and boy. Let’s say to 16 to 18. The Law allows an individual to obtain citizenship at the 
age of 16. An individual can cast vote at the age of 18. Hence, that is the right age for both'. —
Unmarried male, aged 24 years. 
'It depends upon when they feel like getting involved in sexual relationships. But even then 
women have to be 18 years old and men have to be 20 years old'. —Married male, aged 22 
years. 
 Types of Discussion/Negotiation 7.9.3
Participants were asked what kind of discussions or negotiations take place between men and 
women before sexual activity. Although they discussed issues such as contraception and family 
planning, love, affection and marriage, and sexual contact and position, the most prominent issue 
discussed in the focus group was sex in exchange for financial support. The participants reported 
158 
that both wealthy and/or powerful older men and women sought young people as lovers and 
discussion regarding engaging in sex in exchange for financial support and assurance or 
employment was the second most frequently raised issue. 
'When we look at today’s context, many people, even the teenagers are in need of money, they 
have family problems and for this reason many are hanging around with rich older men. Like 
they all have different problems. They have not separated male and female here. We have 
heard of many cases where many rich women have kept boys and hang around with the boys 
while their husbands are away. Even old men are hanging out with girls. There is not much 
difference now, all that matters is money'. —Unmarried female, aged 20 years. 
'In fields such as the movie and modelling sectors...we have seen in many cases where they say 
that they would provide them a role in a movie but the girl is sexually exploited for years but 
they do nothing for her. —Unmarried female, aged 22 years. 
'I remember one thing that my sister-in-law had told me about. There was a boy near her house 
who was good to look at. Not exactly male sex worker but he used to meet people on Yahoo 
chat. Those women whose husbands have been to the British army or abroad, they call the boys 
for their satisfaction. She gives them bikes and make lots of payment and I believe he is very 
much in demand among those lahureni'. [British Ghurkha’s wife in Nepal is called Lahureni] 
—Unmarried female, aged 21 years. 
'Sexual activities among youths are taking place due to false promises, giving money, lying, 
promises to provide employment, etc.'. —Female, married aged 23 years. 
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'Some make agreements about what to buy, what gifts and some talk about giving money. Some 
make agreements about providing financial and other support'. —Unmarried male, aged 22 
years. 
 Responsibility and Decision on SRH issues 7.10
Participants were also asked who should take the responsibility to prevent unwanted pregnancies, 
make decisions about abortion and contraception use. Most of the participants reported that both 
couples/partners have to take equal responsibility in these areas. 
'One should take the responsibility'. —Unmarried female, aged 21years. 
'Both husband and wife should take the responsibility'. —Married female, aged 24 years. 
'The wife has to be more responsible than the husband but a woman cannot get pregnant 
without a man' [laughing]—Married male, aged 24 years. 
'Both of them have to take the responsibility. They have to discuss about the protection they are 
going to use'. 
'If a boy is immature then a girl has to take the responsibility and vice versa. But if both of 
them are mature then both of them have to be equally responsible'. —Married male, aged 23 
years. 
'Both of them have to be responsible. It cannot be done by just one person. They both need to 
decide about the contraceptive and both of them have to be responsible'. —Married male, aged 
22 years. 
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Some mentioned that women have to be more responsible than men because they are the ones who 
will suffer more. 
'The responsibility should be taken by both partners. Women should be more responsible. 
There is a reason for women to become more responsible and it is that, they have to carry the 
pregnancy for nine months'. —Unmarried male, aged 20 years. 
 Societal Attitude towards Premarital Sexual Relationships 7.11
When asked about societal attitudes to pre-marital sexual relationships, most participants reported 
that such relationships were seen as unacceptable, particularly for women, as it was considered that 
a woman's reputation affects the standing of the entire family. 
'Our society does not accept anyone who has sexual relationship before marriage. Even the 
family members will not accept that. Especially in our society, it is strictly unacceptable to 
have sexual relationship before marriage'. —Married female, aged 24 years. 
Culturally and traditionally it is not acceptable but practically it has become acceptable'. —
Unmarried male, aged 22 years. 
'Earlier the society didn’t accept it but now days nobody really cares about who is doing what. 
We don’t know many people. But parents expect their children will not have sex before 
marriage. But if they do then they are expected to get married. And then the family is forced to 
accept it'. —Married male, aged 24 years. 
'In our society, family members will pass unpleasant comments such as “you are a bitch”, “just 
leave”, “we’ll not look at a girl like you”, etc.. They will continue dominating and humiliating 
her. On the other hand, no parents will take actions against a son if he is found having sexual 
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relationship before marriage. Parents will not say anything to their son because they are ones 
who will continue their generation…men and women are treated differently in our society. Men 
can do whatever they like but women cannot'. —Married female, aged 20 years. 
'It is not accepted. The prestige of the family is involved here. It is not acceptable as they feel 
the prestige of the family will be affected'. —Unmarried female, aged 23 years. 
'In our society women are not expected to accept sexual proposals before marriage and if they 
accept upon request then the entire society will pass negative comments towards her. 
They will say that the women’s character is cheap and such women are doubted for being a sex 
worker. The people will accuse such women for accepting sexual proposals from different men'. 
—Married female, aged 23 years. 
However, most participants also reported that society is far more lenient towards men having sex 
before marriage. 
'The society will accept men but never accept women'. —Unmarried male, aged 18 years. 
'When the boys do it then they don’t talk much of the prestige but if the girls do it they talk of 
things related to the prestige'. —Unmarried female, aged 21 years. 
 Understandings of Safe Sex 7.12
When participants were asked about their understanding of the meaning of safe sex, they reported 
that key issues included use of condoms for the prevention of sexually transmitted infections/HIV 
and prevention of unwanted pregnancies and having sex only with a faithful single partner, as well 
as avoiding sexual contact with casual and multiple partners. 
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 Sexual Coercion 7.13
 Common Methods for Sexual Coercion 7.13.1
Most of the participants mentioned that sexual coercion is common practice among youth. They 
reported that (largely) men employed various methods to pressure women into sex such as offering 
gifts or money, promising a job and/or marriage, threatening, blackmailing, and sometimes drugging 
them. 
'I think there are many examples of this. Men allure women by providing jobs, promising girls 
that they will make them into superstars, assuring marriage, etc. to have sexual relationship 
with them'. —Married female, aged 24 years. 
'We recently heard of this incident where some actress whose photos were taken while taking a 
bath in the bathroom and was threatened that, and if she doesn’t have sex then that person 
would flash out the nude photo of taking a bath. And she had to commit suicide after she was 
pressured to have sexual relation'. —Unmarried female, aged 22 years. 
 Involvement in Sexual Coercion 7.13.2
Many participants reported that sexual coercion practices occurred due to unequal power 
relationships such as seen between an employer and his/her employees, young and older family 
members, landlords and tenants, spouses and teachers and pupils. Both the male and female focus 
groups discussed this issue, and both said both men and women could experience this coercion due 
to unequal power, although it was mostly women who were coerced. 
'Even in a relationship, the boyfriend often pressurises his girlfriend (into having sex). Even 
when she declines, he pressurises her in such a way so as to either threaten to leave her or try 
to entice her that he will marry her'. —Unmarried female, aged 21 years. 
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'It is very tough to get a decent job and most of the employer seeks sexual relationship with the 
job seeker and most of them have accepted such proposals. We can see lot of women who have 
taken a risk of spending one night with strangers or employers in exchange for a job'. —
Married female, aged 24 years. 
 '….the husband pressurise his wife to have sex though she refuses or she asks not to do it 
today. Husbands give mental pressure to their wives by saying, “Whom did you sleep with?”'. 
—Married female, aged 23 years. 
'I have heard of male teachers sexually abusing girl students by saying that he will give her 
good grade in the examination or he will tell her parents about her poor performance in 
school'. —Married male, aged 23 years. 
Some participants mentioned that older women whose husbands are working away from home 
pressured young men to have sex with them. 
'Most of the aged women whose husbands are working abroad would pay money to young boys 
to have sex with them. Such women have relationship with different men or they have multiple 
sex partners. When such young boys deny continuing their relationship then the older women 
will threaten them by saying that they will disclose their relationship'. —Married female, aged 
24 years. 
'I have heard that those women whose husbands are abroad will keep another man in a rented 
place. Men are given gifts and lured'. —Male, unmarried aged 24 years. 
Some participants also mentioned that health professionals could be involved in sexual coercion. 
164 
'When you do video x-ray, you will have to take off your clothes and there was an incident 
when the girl was forcefully made to have sex. I heard it like that. She was a college student. 
When she went to the clinic for check-up, she was raped by the doctor and the doctor was later 
arrested'. —Married female, aged 24 years. 
 Unwanted Pregnancies 7.14
Participants’ ideas about young peoples’ practices in relation to unwanted pregnancy were explored. 
Three types of responses emerged. Most (61%) of the young people mentioned that abortion was the 
first choice for unwanted pregnancies, followed by choosing to continue pregnancies if the couple 
was married. Some men reported that if the couples are unmarried then the woman might put 
pressure on the man to marry her. Sometimes an unplanned pregnancy results in suicide if the man 
is unwilling to commit. 
'These days, most of the women abort. If the pregnancy is unwanted then they would agree to 
an abortion as there is no use of continuing the pregnancy'. —Married female, aged 23 years. 
'Some women prefer to give birth thinking that god has given them an opportunity to become a 
mother. They don’t want to commit a sinful act by aborting the pregnancy. Some prefer 
abortion'. —Married female, aged 21 years. 
'They will abort or get married or commit suicide. Both men and women prefer to abort the 
pregnancy and if it is not possible then they will plan to get married and give birth to the baby. 
The final option for any women after being pregnant and rejected by a man is to commit 
suicide'. —Unmarried male, aged 22 years. 
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 Gender Perspective towards SRH 7.15
Participants’ perceptions of the function of gender roles in SRH in Nepalese society, the reasons 
why discriminatory practices have evolved and the ways to overcome such practices were explored. 
 Men’s Perspective towards Gender Roles and Characteristics of Men and 7.15.1
Women 
Almost all participants acknowledged that traditional patriarchal Nepalese society has deeply 
entrenched notions of gender norms and expectations. These norms define the roles and 
responsibilities of both women and men, and restrict women’s power and freedom in relationships. 
Most of the participants recognised that women’s participation in decision making is low, and that 
daughters are often forced to marry earlier than sons, forgoing their chance at education. Women are 
considered to be shy and submissive and are defined by their roles in the household, whereas men 
are regarded as bold and decisive and are defined by their jobs. 
'I feel that the male and the female are treated differently...women are mistreated and are not 
allowed to voice their opinions ...' —Married male, aged 20 years. 
'Women are basically soft natured whereas men are rough. Men always speak the truth 
whereas women try to hide things'. —Unmarried male, aged 22 years. 
'Because of the culture in our society, it is a male dominated society. Comparatively women 
face more violence and the pressure is a lot less on men'. —Unmarried male, aged 24 years. 
'In our society women are limited within the house whereas men work outside the house. In the 
house girls are dominated more than respected. Women are dominated in all sectors. Their 
ability to retaliate is a lot less than men. They are also treated differently at so many places 
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because of our tradition and culture. The other reason is because they lack the education'. —
Unmarried male, aged 24 years. 
'Most of the women take their household responsibilities only. Men play balanced roles 
between house and the society. Women actively participate in religious worshipping and 
praying (pooja) ceremonies whereas men are less likely get involved into such things. Even 
women are respected but in actual, they are considered second class citizens'. —Unmarried 
male, aged 23 years. 
'… ours is a patriarchal society where the male is considered to be superior. The male of the 
house will make all kinds of decisions from household decisions to other decisions. …ours is a 
traditional society, men work outside the house and women do the household chores. Women 
shouldn’t voice their opinion with their husband and doing so is considered to be bad. If we 
look at our society then the man is the leader in everything and the women is the supporter of 
the man'. —Married male, aged 20 years. 
Most of the men believed that traditional societal values and norms are changing slowly because of 
education and modernisation. Educated women are now having a greater presence in employment 
and social life. 
'... a male is required to make the decision at home and in the society. But now days women are 
more educated, the society is changing and women are being employed outside the house'. —
Married male, aged 20 years. 
'In my opinion many thing have changed; women are no longer involved only in the household 
activities and men are not the only ones earning [a wage]. Maybe because of education things 
have changed'. —Married male, aged 23 years. 
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...[Disagreeing with earlier speaker]'...but the society has become modern and even women 
have started working. They have also joined offices. That’s how it has been, men never do 
household chores. Girls do the household chores. And that is why they are treated differently'. 
—Married male, aged 22 years. 
 Men’s Perspective towards Improving Gender Equality 7.15.2
Almost all participants agreed that men and women should be treated equally, and that women who 
were capable of making decisions and earning a wage like men, should be involved in all 
discussions about domestic affairs. Some of the participants suggested that awareness raising 
campaigns delivered through different means such as media, schools, and the use of 'role model 
couples' needed to be implemented in order to change traditional ideas of gender norms.  
'Equal rights are important for everyone. Both men and women need to work. If women do 
household chores then men can also do it. If men can work outside the house then women can 
also work outside as much as possible'. —Married male, aged 22 years. 
'First and foremost we should increase awareness through different means like radio, television 
and newspaper etc. This is for the present generation. For the next generation, we should 
include subjects in our educational system that teaches moral values. If we could do this it will 
be good for our next generation'. —Unmarried male, aged 24 years. 
'The role models in the society should talk to the husband and the wife if they are dominating 
one another and tell them that both of them are equal'. —Married male, aged 22 years. 
'Even to this day women in our country are lagging behind, they are not at the same level as 
men. Therefore, the government has to bring legal provision and also provide education...the 
current situation is not right for the role models of the society to pass on such information. The 
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government needs to bring policies and legal provisions should be made'. —Married male, 
aged 20 years. 
 Women’ Perspective towards Gender Roles and Characteristics of Men and 7.15.3
Women 
Almost all women reported that the traditional masculine dominated culture in Nepal holds women 
back. By not allowing women to participate in decision making, women’s voices are not heard. 
'We definitely belong to a patriarchal society where females are dominated by males. 
Males are dominators and all the decisions are made by them'. —Married female, aged 24 
years. 
'In our society, men take the decisions, you know. Women are not given priority in such 
matters, you know. Whatever men say is always right and people will not listen to what women 
say, you know. It is because priority is given to men'. —Married female, aged 24 years. 
'The boys have more freedom. While giving birth, they want to have male child more than the 
female child. If it is a female child then they do the abortion. The males are respected so much 
when they go out, earn money and bring it home but if the female does the same, she has to 
come back home and do so much of the household chores. I feel miserable for women. Men can 
dominate more and they become happier…Men take things lightly. They leave it thinking as an 
unimportant matter. As for women, they take it deeply and examine'. —Unmarried female, aged 
20 years. 
'If the female have gone out to roam then they have to return home soon. The boys can come 
home at any late hours. It is obvious to have those differences which mean the boys have more 
freedom than the girls and we have experienced that'. —Unmarried female, aged 24 years. 
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'Men are usually free to do things on their own whereas women don’t have that freedom. 
Women cannot go out like men. Women have fear to go out in the evening. Women have to be 
responsible towards household chores. Women face physical tension whereas men face mental 
tension….Men think that the decision they made are final and are always right. Women’s views 
and suggestions are underestimated by the society and they have to follow what society decides 
about them. Men do not worry about the society, they think that they are right and whatever 
they decide will be final ...' —Married female, aged 24 years. 
'Men lead all the financial and property related matters. They will decide the final decision. 
Women are always asked at the end or after the decisions are made. Decisions are made by 
men, usually. They do discuss with their wives but they will make the final decision regarding 
any matter. Men and women should take the decision with common agreement. I think men and 
women should be treated equally'. —Married female, aged 24 years. 
'Mostly in our society what I have noticed when we were adolescence period is that men have 
more freedom as compared to women. Women are dominated and given household duties. For 
example; there is lack of freedom for women in getting education or given duties at home. We 
try to pretend that there is equality between man and women and we are treated equally and 
women are not treated badly but practically there is a difference among son and daughter in 
every house. There has been a slight change as compared to previous times but we are not 
being able to overcome with this problem. Usually in cases of uneducated family women are 
considered as member of another family who will take her responsibilities in other’s house as a 
daughter-in-law'. —Married female, aged 24 years. 
170 
 Women’s Perceptions of the Reasons for Gender-based Discrimination  7.15.4
Women agreed with men that socio-cultural norms along with religious beliefs dictated the 
treatment of women in Nepalese society. They also mentioned that women’s economic dependency 
on men, their unemployment and low rates of literacy are major factors contributing to women’s 
ongoing domination and discrimination in society and in the home. Some participants believed that 
gender-based discrimination varies according to culture and religion with less discrimination among 
Tibeto-Burmese, Buddhists and Christians, compared to Indo-Aryans and Hindus. 
'In the Brahmin community, girls are dominated and the boys rule but it’s not like that in the 
Sherpa community. If we talk about the religion, most girls are exploited and dominated in 
Hinduism; they are put under lots of pressure. Comparatively, it is less among the Buddhists 
and the Christians'. —Unmarried female, aged 22 years. 
'What I still feel in the case of our country is that the literacy rate is also not good and if the 
literacy rate were better than education would matter much more. And due to many educations 
being not good plus also due to the poor state of the economy. at our office the number of 
females is very low. Those places which are developed and few particular places in Kathmandu 
and are centralized [pointing with her hand], since our country is an agricultural country due 
to which many villages have women working at home, they do not have any job. Unemployment 
and illiteracy are also problems but the favouritism to males is the reason why females get 
dominated'. —Unmarried female, aged 24 years. 
'The point of view of society towards women, has been kind of... they work inside the house, not 
going anywhere and due to the prior recognition the male feel powerful whereas on the other 
hand, the unequal access to the economy causes women to be backward and be dominated 
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because when they need money and ask for certain amount to buy goods they have to be self-
dominated'. —Unmarried female, aged 23 years. 
Some participants reported that women’s lowly status in the male dominated society means that they 
are more susceptible to STIs since they feel unable to refuse intercourse, even if they are aware that 
their husbands have sex with other women. Furthermore the woman, once so infected, is often 
judged as the promiscuous one. 
'It is because right from the beginning, this has been male dominant society. The reservation 
quota in the government of 33% which women are getting now was also after long time and 
due those women who spoke for and were aware. Many of the societies still have the system of 
women wearing a ghunghat (veil) and stay at home. There are still situations where women 
have to stay at home and are not allowed to go anywhere. We are now in a developed place, 
Kathmandu, but if we go on researching in many places, we see many women have a hard time 
coming out of their houses. Like the males, they go out, get HIV and transmit it to their wives. It 
happens because of this society being male dominant. If male and female go out to work, they 
think negative of female but if male come back after working out, they are not dominated. For 
female, even if they are out to work, they look down on them. They have the concept that she is 
going around with someone else and do with someone else'. —Unmarried female, aged 20 
years. 
[Pointing at person who earlier spoke about HIV]...'I will add something to what she has said 
like the male go out and brought HIV from there, but it’s the female who has to be suffered as it 
is the male who have infected HIV. She has not gone out by herself to infect with it but still 
when the society looks at women they think it in a wrong way. Actually it’s the male that 
transmit HIV, women are busy working at home, looking after the kids, but still the society 
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holds woman culprit. The male goes out, comes with HIV and transfers it to woman as well as 
the kid but still also in this case women are seen as the culprit. It’s the woman who is injusticed 
in all ways'. —Unmarried female, aged 19 years. 
 Women’s Perspective towards Improving Gender Equality 7.15.5
Most participants suggested that women and men need to be educated about the adverse impacts of 
gender inequality. National campaigns are needed to raise awareness about discrimination based on 
gender. Some participants mentioned that equal opportunity legislation should be enforced, and 
women empowered through greater employment prospects and associated economic independence.  
'First of all, education should be prioritised because awareness cannot be spread without 
education and we do not have the environment to spread the awareness. Therefore, education 
should be provided at first. Apart from education, we should provide equal opportunities to 
men and women in the work places too. Women cannot look after their health unless they are 
educated'. —Married female, aged 23 years. 
'Talking about the solution, we had earlier found the problems like education, economic and 
the other one is social stigma... They are going through this physical harassment and 
psychological torture. To address this is the first thing and second thing is that we have to 
make them aware to be independent economically. Thirdly we have to provide them with 
employment opportunities and the chance to be independent. If these are managed they can do 
many things'. —Unmarried female, aged 24 years. 
Several of the participants mentioned the example of one of the traditional cultural practices of 
Hindu women in rural far and mid-western Nepal called Chhaupadi Pratha. In this practice, 
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menstruating women and postnatal mothers are sent to live in the animal shed until they have 
stopped bleeding. Again education was considered a way of curbing this practice. 
'The women don’t even know if they are in suffering. Chhaupadi pratha is the tradition that has 
been going on since before. They don’t know that due to this practice they are having problem 
in their health. Like even Female Community Health Volunteer has been practising and 
supporting this tradition by sleeping in the cowshed. They are aware at each village what is it, 
how it is, whether good or bad. Access to education should be available. Like she said 
(pointing out to earlier speaker who said awareness raising program need to be carried out to 
make them independent socio-economically) empowering women through skill oriented 
training'.—Married woman, 23 years. 
'The one reason why women are dominated is economic, social and culture [talking with the 
movement of head and hand and being excited]...Like when we talk of the western part of 
Nepal, we often hear [shaking her head], people being taken away to stay at a separate place 
during mensuration, and have seen and heard of many deformities being occurred like being 
raped or people being bitten by snake dying, this is also due to one of the cultural reasons. Men 
are not kept at that place. Menstruation is a natural process for women. But at the time when 
they need to take care of their health and hygiene, they are taken to keep at the hay at cowshed 
which means her health will be affected the most. If women themselves were educated, had high 
economic status and if they could do something on their own then they could have raised their 
voice against it. Because they are dependent (on other women), they have to follow whatever 
they (the society) are saying to. Indeed it is difficult to change the society but as we gradually 
raise the voice, the society too will change gradually in this case'. —Unmarried female, aged 
19 years. 
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 Use of SRH Services 7.16
In regard to the use of sexual and reproductive health services we asked the participants to describe 
the important aspects of SRH services as well as perceived barriers in accessing services, ways of 
overcoming or improving the services, preference in seeking services, their satisfaction with 
received services, and their perspective towards attempts to improve the services. 
 Improving Uptake of SRH Services 7.16.1
We sought participants’ ideas about how to increase knowledge and awareness of the importance of 
SRH services for young people.  Most believed that there was a need for more public awareness 
campaigns using outlets such as radio, television, posters, pamphlets, newspapers and theatre events 
to disseminate accurate and factual information about the SRH needs of youths, including the 
availability of services. Participants believed this would go some way towards reducing society’s 
misconceptions and taboos around SRH issues and potentially also encourage families to discuss 
these issues. The participants felt that SRH would improve if there was easier access to affordable 
services that offered quality care which was private and confidential, and counselling. 
'Advice regarding sexual relationships and suggestions about methods of family planning 
should be made easily available to all clients. Services should be reasonable and free to those 
who cannot pay. Free services should be provided to youths who cannot afford the services. 
There should be access of health services regarding sexual and reproductive health'. —
Married female, aged 23 years. 
 Satisfaction with the SRH Services received 7.16.2
Most of the participants reported that they and their peers had mixed feelings regarding the 
satisfaction of SRH services that they had sought to date. The most common reasons that they had 
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given for both satisfaction and dissatisfaction were mainly related to health professionals’ attitudes 
and behaviour, the service fees and charges, and the accessibility of services.   
'My married friends have not been satisfied when they have gone to get Sangini sui (injection 
that prevents pregnancy). When they face problems while having their menstruation and came 
back after getting the service from the doctor, they aren’t satisfied'. —Unmarried female, aged 
20 years. 
'Most of the youths are not satisfied because there are no clear policies and the services are 
quite expensive. At the same time, such services are not easily available. They don’t have any 
other option if they are unsatisfied'. —Unmarried male, aged 22 years. 
'Hospitals and clinics charge more money. Doctors and nurses charge huge fees when we go 
there to seek solutions for small problems'. —Unmarried male, aged 24 years. 
'I have experienced both satisfaction and dissatisfaction. We are not satisfied with the services 
because sometimes they do not provide services on time or staff might not respond properly. 
Staff in health centres are rude to the patients. At the same time, doctors and nurses respond 
very well to you and you will feel satisfied. There are few doctors and nurses in the government 
hospitals due to which the number of patients seeking services are more. There are government 
hospitals where quality services are provided. But sometimes services are not available on time 
in the hospitals. Staff behave rudely with patients and visitors. They shout while responding. 
They will respond properly and provide quality service to rich and powerful people. They 
provide quick services to their own relatives and later services to strangers. They differentiate 
and discriminate between relatives and strangers while providing services. We have been 
noticing in the hospitals that they provide quick service to their relatives though they come late. 
176 
They ask their relatives to come forward and quick services are provided to them. We go to the 
hospitals at 8:00 am and wait till 3:00 pm but their relatives come late and get quick services. 
There should be equal treatment to all the visiting patients'. —Married female, aged 23 years. 
Some participants mentioned that their friends were very much satisfied with the care that they 
received. 
'My friend was very much satisfied. There was no such discrimination and she was not looked 
down on with a negative attitude. She instantly had the service provided when she had gone to 
the hospital. There was no such effect related to health after she had the abortion. She had a 
safe service. That place also had the privacy maintained and because of this my friend was 
satisfied'. —Unmarried female, aged 18 years. 
 Perceived Barriers in Seeking SRH Services 7.16.3
The young people mentioned a number of obstacles to seeking SRH services. The barriers identified 
were individual, family and society; healthcare providers; and government policies. 
Individual, Family and Society 
The leading barrier to accessing care mentioned by the young men and women was a sense of fear 
and shame. They were chiefly concerned about the perceptions of their parents and elders in society. 
'The first thing is that we feel shy. If the hospital is near to us then privacy will not be possible. 
When we go to buy condoms or ask about other things [laughing] and if there is a woman then 
it will be a problem. And if there is any physical problem then also it can be a problem'. —
Married male, aged 22 years. 
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'Married youths do not feel uncomfortable visiting health service centres. Unmarried youths 
feel uncomfortable choosing to abort [unwanted] pregnancies. Youths are not aware [of SRH 
issues] and our society does not perceive it positively. There are various obstacles in the 
society'. —Unmarried male, aged 24 years. 
'There is a fear of family and the society and the fear that they might be misjudged or if other 
people judge [their behaviour] as immoral their character may be stained in the future. This 
cannot be reversed at once. The attitudes of society and the family cannot be changed overnight 
so you have to take the initiative'. —Unmarried female, aged 21 years. 
Service Providers 
The most frequently mentioned barrier was that healthcare providers were often rude and unfriendly. 
Also, some participants reported that service providers’ sex and age were barriers in that they were 
usually much older, and were perceived as not relating well to the problems of youth. 
'If we hide our illness for a long time and then go to see the doctor then they will scold us  but I 
think it is good. When women consume pills some can face problems and if they complain 
about it with the doctor then they will say how it can be possible as it doesn’t happen to others 
and they behave badly with them. I have never faced such a problem but  there have been times 
when I have had to wait for a very long time to see the doctor.  Doctors spend a lot of time 
talking unnecessarily'. —Married male, aged 22 years. 
'Health workers like nurses or other staff do not treat clients well. For example; if a girl goes 
there to abort her pregnancy then the nurses will start criticizing her which is bad practice and 
this adversely affects the client’s psychological wellbeing'. —Unmarried male, aged 24 years. 
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'There are male doctors so females may not feel comfortable talking openly about their 
problems or if a male is suffering from a disease then there might be a female doctor and the 
male may not feel comfortable'. —Married male, aged 24 years. 
'I have noticed that nurses are rude towards patients. They provide quick services to their 
relatives and late service to strangers. They provide different services to the patients'. —
Married female, aged 20 years. 
Policy Level 
Both young men and women frequently mentioned that youth centered services were not available 
in places near to where they lived, and that the government had yet to implement youth focused 
programs. Some of the participants also mentioned that the cost of the services makes them 
unaffordable to many from poorer families. 
'Depending on the disease and their condition they will go to the doctor and the hospital. 
Those who have money will go, how will they manage to go who don’t have money even to eat. 
The fee is very expensive for them'. —Unmarried male, aged 24 years. 
 Ways to Improve SRH Services 7.16.4
When the participants were asked for their ideas on how sexual and reproductive health services 
could be improved in order to increase accessibility and availability among youth, different 
activities were suggested in relation to demand and supply sides of services. 
In order to address supply side barriers, most of the participants mentioned that youth prefer to visit 
health facilities where confidentiality is ensured, costs are reasonable, the service is of high quality, 
service providers are friendly, the service is a reasonable distance from their own local residential 
areas to ensure privacy, and where specialised health professionals were available.  In addition, the 
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vast majority of youth frequently mentioned that same sex service providers should be available so 
that young people could share their problems without embarrassment. 
Similarly, on the demand side, the vast majority of young people mentioned the importance of 
changing the attitudes and behaviours of health professionals towards youth seeking services, and in 
involving young people in policy formulation and implementation. A public awareness-raising 
program for this area was suggested. Many youth felt that services should be available in 'one stop 
shops' in accessible locations, in order to reduce the need to travel long distances and attend multiple 
services with greater risks of a breach of privacy. Most nominated a range of programs such as free 
mobile health and counselling services, along with greater education through mass 
media/TV/Radio/newspapers, in order to expand SRH knowledge and services. 
'Mass awareness programs should be conducted. The government should be responsible and 
play an important role in these matters. Clubs and organizations in villages are doing their 
best but it’s not adequate because people are still unaware about the problems they are facing. 
Therefore, the state should play an active role in helping its citizens. The government should 
bring new policies and they should inform people through mass awareness. The availability of 
services should be spread in the societies. Radio, television and newspapers should be utilized 
to deliver information related to it. Advertisements should be broadcast through television, 
radio and newspapers'. —Unmarried male, aged 24 years. 
'The government should organise awareness programs in the community regarding sexual and 
reproductive health. Secondly, they should provide trainings to health workers so that they can 
provide quality services. Experienced staff should be sent to all the health centres. Required 
services should be provided immediately. Awareness programs should be conducted in the 
communities. There should be facilities for counselling the youth. There should be awareness 
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programs conducted in communities targeting youths. Audio-radio programs should be 
broadcast. Youth groups should be formed to spread information regarding sexual and 
reproductive health services. It will even better to provide them information related to 
prevention of diseases'. —Married female, aged 23 years. 
 'The government should work in coordination with youths and stakeholders. There should be 
such an environment where all will work for each other. The most important factor is to 
provide proper education to youths. We have studied during our school days about these 
matters and students should be taken to hospitals and must be given opportunities to talk with 
doctors to make their education more practical. Doctors should be invited in the class rooms to 
discuss more about the prevailing problems. The students will make their own decision when 
they will have such problems because they are already taught at the school level'. —Unmarried 
male, aged 24 years. 
Most of the participants raised the issue that the healthcare providers ought to be able to discuss 
SRH matters in an appropriate and open manner. Most of the young men believed that younger, 
rather than older doctors would have a better understanding of  young peoples’ concerns. They also 
stressed the importance of privacy and confidentiality. 
'There are some kinds of barriers also because of not having female service provider for the 
female and the male service provider for the male...It would be better if there would be a 
separate doctor for male and female'. —Unmarried female, aged 24 years. 
'A service provider should have non-judgemental attitudes'. —Unmarried female, aged 21 
years. 
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'It will be better to get information and suggestions from doctors. There should be experienced 
health workers in health centres. Services should be provided on time. Confidential services 
should be provided'. —Married female, aged 22 years. 
Some participants thought that SRH information could also be distributed via door-to-door programs 
and street theatres that involve young people in the design and delivery. Other frequently mentioned 
ways to improve services were to include SRH issues in the school curriculum, and to create an 
environment that allowed open discussion to take place. Besides government and media 
collaboration, involvement of stakeholders like media, youth clubs and NGOs were frequently 
mentioned as a way to improve access to SRH information and services.   
'First step is to make aware people and through media should promote such awareness 
programs. The government should put it in the syllabus of school going students. Services 
should be made available at free of cost. There should be frequent door to door service. There 
should be insurance policy on health. Information, policy, education and access to these should 
be guaranteed by the government. The rules and regulations should be strictly implemented'. 
—Unmarried male, aged 22 years. 
Some women even mentioned that a toll-free call service in seeking SRH related advice and 
information would be useful. 
'There should be toll free number where youth would be able to call while they have an 
awkward phase and when they explain them what they are going through, they should advise 
and suggest them easily'. —Unmarried male, aged 20 years. 
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One unmarried man aged 24 years mentioned that shared responsibility is essential in improving 
SRH services, and that government policy needs to be formulated in such a way so that an effective 
awareness campaign could be launched via mass media. 
'The government should make policies related to this (SRH service) matter because it’s not a 
single person’s responsibility. We will participate from our side but I don’t think that 
government has made any policies which will help the citizens. Media is known as fourth organ 
of the state but they are also passive about these matters'. —Unmarried male, aged 24 years. 
Some young women suggested that youth friendly services need to be initiated. 
'There is no youth friendly service. The government should initiate youth friendly services in all 
places. Well, I haven’t actually seen around in Kathmandu'. —Unmarried female, aged 22 
years. 
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 Chapter 8
Qualitative Result: In-depth Interviews 
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 Introduction 8.1
This chapter presents the key themes and sub-themes that emerged from in-depth interviews with 
eleven, sexually active youth. The focus of the analysis was the novel themes that arose from these 
interviews, as distinct from the ideas discussed in the focus group sessions.   
 Socio-demographic Characteristics 8.2
The sample of eleven youths was made up of six females and five males, and other defining 
characteristics were documented (Table 8.1). 
Table 8.1 Socio-demographic characteristics of sexually active youths interviewed 
Age Sex 
Marital 
Status 
Caste/ 
Ethnicity 
Education 
(Highest Level) 
Occupation Reason for inviting for IDI 
22 F Married Chhetri SLC Housewife Infected with STI 
22 F Married 
Dalit 
(Untouchable) 
Grade 10 Housewife Multiple sexual partners 
23 F Married Chhetri Grade 12 Housewife Sexually abused 
23 F Married Lama (Janajati) Grade 12 Housewife Sexually harassed 
23 F Unmarried Newar Grade 12 Actress Living together 
15 F Unmarried Chhettri Grade 10 Student 
Child sexual abuse/ molested at 
age 5 
24 M Married 
Gurung 
(Janajati) 
Grade 12 Student Pressurised for sex 
23 M Married Chhetri Grade 8 Driver Multiple sexual partners 
23 M Unmarried 
Tamang 
(Janajati) 
Grade 9 Unemployed 
Multiple sexual partner, 
multiple abortion, sexual 
harassment 
23 M Unmarried  Brahman Grade 12 Employed 
Multiple partners, sexual 
harassment 
24 M Unmarried Brahman Grade 12 Student Multiple partners 
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 Influence of Gender Relations on SRH 8.3
The main themes that emerged from the discussions on the influence of gender relations on sexual 
reproductive health included communication between intimate partners, negotiation and decision-
making, sexual behaviour; and gender norms and roles. 
 Gender Relations: Communication, Negotiation and Decision-Making 8.3.1
Despite the fact that communication and negotiation between sexual partners is vital in decision-
making around safe sexual practices, our findings show that there was little discussion of these 
issues in relationships. In particular, married participants believed that young females in general 
found it challenging to negotiate and be heard in conversations around sexual issues and 
contraception use. 
'We had a short conversation regarding having sexual intercourse. He started to talk about 
having sex and when I disagreed, he promised me that he would marry me. He didn’t listen to 
me when I told him to put on the condom' —Married female, 22 years of age. 
'There wasn’t any conversation. He just jumped upon me and it happened suddenly. My 
husband started to do it. I was very angry at that time because he forcefully did it to me 
(giggling)…. My husband forced me to have sex with him. He was complaining, “I am not 
getting opportunity to do it though we are married”. He shouted to me and I was really scared 
at that time. I didn’t think that he would do anything like that to me. I was unprepared. He used 
condom. I told him that I don’t want to be pregnant at this age. I got just few moments to tell 
him that I don’t want to do it…I was the one who first talked about pregnancy….I thought that 
my education will be ruined after marriage that’s why I was the one who shouted, “I don’t 
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want to have baby”. I will not be able to complete my education if I get pregnant, therefore; I 
told him to use the condom' —Married female, 23 years of age. 
'My husband makes the decisions about using or not using such (contraceptive) methods. He 
will not listen to me. We decided to use family planning methods to prevent unwanted 
pregnancies because we cannot afford to look after the children...Not only in sexual matters but 
in other matters too he is the one who makes the decision because our society has been 
practicing this way since ancient times' —Married female, 23 years of age. 
'I think men make the decision to have sex. Whatever men say women will listen. Men have to 
undress them till this date. Women are still lagging behind regarding sexual relationships' —
Unmarried male, 23 years of age. 
Three men described sexual relationships with sex workers and reported that they were responsive 
to the woman’s request because of fear of STIs. 
'She told me that condom will prevent sexual disease transmitting to her and vice versa. So, I 
felt that it is useful. It was easy for me because I was in brothel. I had little knowledge about 
the sexual diseases. I was totally aware that I might be infected with HIV and AIDS because I 
was in a brothel with a sex worker. I talked about using condom and she was the one who 
requested me to use the condom' —Unmarried male, 23 years of age. 
Almost all participants reported that men were the influential decision-makers in each and every 
aspect of life, including decisions relating to contraception use and number of children, as well as 
when to have sexual intercourse. 
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 Gender Relations: Sexual Behaviour 8.3.2
Most of the in-depth focus group participants held negative perceptions of women who commenced 
sexual activity before marriage, whereas for men the practice was acceptable. These findings were 
in agreement with those of the focus groups. 
'I don’t take them positively at any cost because if a girl agrees to have sex with me just 
because I promised to marry her then I don’t take her positively. Men can do it. Women gets 
dirty image with one bad step. If I see my wife with other two men at a guest house though she 
is there without any such intention then I will think that her character is bad but men are not 
like that' —Married male, 23 years of age. 
'I take it negatively if any woman has sexual relationship prior to their marriage. Our society 
would take it even more negatively. It is not good to be in sexual relationships before marriage. 
Society and the family members will not take it positively. I take it negatively if any man is 
engage into sexual relationship before marriage but our society tries to hide men’s behaviour. 
It is not good to have sexual relationships before getting married. I do not like it' —Married 
female, 23 years of age. 
'I think I will take them negatively. Their prestige will be low for me… If she is ready to have 
sex with me then it’s alright otherwise I will take her negatively. I will not appreciate that. It 
will be normal for men. Nobody will have any problem if he will have sex with 10-15 women' 
—Unmarried male, 23 years of age. 
'I would take having sex before marriage very negatively. They are third class girls because 
they are not able to control their emotions and jumped into such relationships. I have negative 
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feelings towards such girls…I would consider even worse in the case of men' —Unmarried 
female, 15 years of age. 
Only a few expressed a different point of view with regard to women having sex prior to marriage. 
'It depends, you know. I am unmarried and my girlfriend is also unmarried. So, it’s an 
opportunity to experience such things before marriage…' —Unmarried male, 24 years of age. 
'I take it positively because everybody needs sex. But, I don’t take it positively if the girls agree 
to have sexual relationship at first request' —Unmarried male, 23 years of age. 
From the perspective of the young women, they were often coerced into sex and experienced little 
control of the process. 
'I was 19 years old at that time and he was 26 years old…After being his friend for three 
months, we planned to go to Pokhara for a week along with his and my friend. All four of us 
stayed at a hotel in Pokhara. He and I stayed in the same room and our friends also shared 
room. After two days, he forced me to do sex with him. We had been living in the same room for 
two days, I lost my control over patience and he forcefully won over me. A lot of blood came 
out may be it was my first time and I had tears in my eyes too. It was really painful…' —
Married female, 22 years of age. 
One participant described being sexually assaulted as a child. 
'…I think he was 15-16 years old… I must be almost 5 years old when that happened...He used 
to teach me to read and write... My mother was the one who gave him the entry into our home. 
He used to spend most of his time with me….He used to guide me to learn A,B,C,D…He used to 
bring chocolate and chewing gum whenever he came…..He gave packets of chewing gums and 
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chocolate on that day…I ate as much as I wanted…He then undressed his clothes and showed 
me his organ from where he urinates. I just kept watching him and was not able to speak 
anything. I have chewing gum in my mouth and later, he undressed me…He lied me down on 
the floor….He took the advantage because my mother was not at home…. He did all the work. I 
was just lying down on the floor and chewing the chewing gum that he gave... It was hurting me 
so much'. [Eyes were filled with tears] —Unmarried female, 15 years of age. 
 Perceived Gender Inequalities and Solutions for Addressing Inequalities 8.3.3
8.3.3.1 Perceived Gender Inequalities 
Most participants reported experiencing pervasive gender inequalities in Nepalese society because 
of the ingrained traditional patriarchal nature of the society. Most participants believed that men 
have more freedom than women, and that male views are more highly valued and respected by 
family members and society. 
Almost all participants were of the view that, due to traditional institutional structures and cultural 
practices of a male-dominated society, men were the heads of households and decision-makers in all 
issues in their respective households. 
'Our country is men dominated country. Our society has been practicing men’s superiority 
since ancient times. Therefore, men’s views are considered more than women’s view. Women 
are considered as housekeeper and her duties are to clean the house and give birth or to raise 
the children. Women’s duty is to sleep with their husband and get pregnant. Men come home 
and have sex before they sleep and if they don’t feel satisfied then they will go outside to get 
sexual pleasure from other women. Therefore, it’s a patriarchal society. Men will make the 
decisions. Sometimes I cannot leave this house without asking my boyfriend’s permission. Our 
relationship will become cold if I will do whatever I like or get involved into something without 
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my boyfriend’s permission. There could be misunderstanding between me and my boyfriend' —
Unmarried female, 23 years of age. 
'Men’s view is prioritised because we belong to a patriarchal society. Men have been 
practicing to make decisions. So, we have to follow what they tell us to do. I think, our society 
was patriarchal since ancient time therefore we are still practicing it. We have to follow what 
our society practices because men have been dominating us. Men are more dominating than 
women. So, we have to do whatever they ask us to do…' —Married female, 23 years of age. 
'Married men do whatever they like due to tight budget and dissatisfaction in sexual activities 
but women cannot do things like men do. Unmarried men can go wherever he likes whereas 
girls have to seek permission from guardians. We can see that son’s needs are fulfilled and 
daughter’s needs are ignored. Even my own parents did this to me' —Married female, 22 years 
of age. 
'Our society is a male dominated society and all the duties of works are given to women and 
men are free and can go anywhere they like, eat, etc. I think both plays important role in 
making the decision….our society listens to what boys say. They can go anywhere they like and 
they get what they want to buy. I have heard from my friends because they have been 
experiencing it. Nepal is like that. Everything is traditional, you know. They have trust, belief 
and cultures being practiced from generations. Most of the households give priorities to boys' 
—Unmarried female, 15 years of age. 
Similar sentiments were expressed by young men. 
'Men have more roles to play in our society. Men move forward regarding any matter of 
discussion or taking any important decision. Men take the decision regarding household affairs 
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and external affairs. Our society dominates women because they are uneducated and they are 
the victims. Men are more educated as compared to women. I think education is the factor that 
makes men capable of making decisions' —Unmarried Male, 23 years of age. 
'I think it’s because of lack of education. There is an orthodox thinking in our society that 
daughters are the property of in-laws and they will leave their parents one day but son are the 
protector of the family and therefore; son are given more priority than daughters. My in-laws 
do not treat me like their daughter because though my parents think that I am now member of 
this family but I have been treated differently by my mother in-law' —Married female, 22 years 
of age. 
In a similar vein, it was frequently reported by women that parents, family members and society 
ignored their voices, whereas the voices of boys and men were heard. 
'My mother didn’t listen to my voice because I am a daughter but if I was a boy then she would 
have listen to my problem. I have realised that my parents give more priority to my brother. 
This evening, I will not be allowed to go out of the house but my brother will and that’s for 
sure….I have to provide explanations to her if I have to out whereas my brother doesn’t have to 
give any justification. I have to request for their permission when school organises any trip or 
programs but my brother doesn’t have to ask permission, he will just get it. These are 
discriminatory practices and society will take me negatively if I talk to any boy' —Unmarried 
Female, 12 years of age.  
“…My parents used to discriminate me and my sisters from our brothers. Even our brothers 
did not treat us well. My husband also forcefully tries to have sexual intercourse with me. He 
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argues with me when I ask him to put on a condom. I think its discrimination towards a woman' 
—Married female, 23 years of age. 
8.3.3.2 Solutions for Addressing Gender Inequalities 
When participants were asked about ways of addressing societal gender inequalities, most of the 
men reported that women should be proactive in tackling discrimination against them through 
education and empowerment. 
'I think women should come forward on their own without others support to get what they want. 
They should become capable on their own. I think women should get an education and should 
also listen to what their husband tell them to do. They should not make their husbands 
complain about them and women should work harder to please men or without letting they 
complain about anything' —Married male, 23 years of age. 
'We have to increase awareness amongst people in villages. We have to invite both men and 
women to attend awareness programs. Women should be involved in every sector. …. I think it 
is because of lack of education and we have to spread education and information to prevent it' 
—Married female, 23 years of age. 
 
  
193 
 
 
 
 Chapter 9
Discussion 
  
194 
 Introduction 9.1
This study employed mixed methods research methodology to investigate issues of gender power 
relations in sexual and reproductive health knowledge and perceptions in Nepal. By sampling and 
interviewing men and women separately we have been able to highlight key differences between 
men and women in knowledge and attitudes towards SRH. For the first time the GEM scale has 
been applied in Nepal for both women and men, allowing responses to be examined in relation to 
several aspects of SRH knowledge. The following discussion outlines the key findings, draws on the 
literature relevant to this study and highlights the importance of the theoretical framework in 
outlining the implications of these on our research results and interpretations. The final part of this 
chapter discusses strengths and limitations of this study. 
 Discussion of the Main Findings 9.2
The main themes presented in this study are discussed in the light of study aims, objectives and 
research questions, and theoretical explanations are offered, wherever applicable, to help in the 
understanding of key findings. 
 SRH Knowledge, Attitude and Practice 9.2.1
The key findings from the quantitative study that explored SRH knowledge, attitudes and uptake of 
services amongst Nepalese young men and women in the Kathmandu Valley, established that 
knowledge about contraception, fertility and unwanted pregnancy risk were poor. Whilst the vast 
majority of young men and women had heard about modern contraceptive methods, less than half 
reported knowledge of the most reliable long-acting reversible methods, namely implants and 
intrauterine devices. Furthermore, a third of the young people interviewed had been sexually active, 
but 42% of them had not used contraception at the time of first sexual intercourse. Of those who had 
used contraception at their first sexual intercourse, only one-sixth had used condoms, with obvious 
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implications for the spread of STIs. Our study found important differences between males and 
females with respect to knowledge of contraception methods, with men having better knowledge of 
condoms and women better knowledge of the female-aimed methods of injectable contraception and 
implants. After adjusting for all socio-demographic factors, the main predictors of young people’s 
SRH knowledge were found to be marital status, education and also the source of their information. 
The qualitative data focussing on contraceptive use, supported the quantitative findings in that 
young people reported that condoms are the preferred method for both married and unmarried young 
people. The main reasons highlighted in the interviews were that they considered condoms the 
easiest method to use and obtain, and that they are affordable, safe, reliable have no side effects, and 
prevent both STIs and pregnancies. The health belief model, as reflecting belief in efficacy of an 
advised action to reduce risk, can be seen as underpinning the individual's recognition of condom 
use as a beneficial contraceptive method in our study.  
Our findings on SRH knowledge and practice are in line with the Nepal Adolescents and Youth 
Survey undertaken nation-wide in 2011 which documented similar rates of contraceptive use at the 
time of first sexual intercourse (MoHP Nepal, 2012). Our findings are also similar to the Nepal 
Adolescents and Youth Survey that revealed that a large proportion of young men and women were 
only aware of the short-acting contraceptive methods, including condoms, the oral contraceptive pill 
and injectable methods, which are the mainstay of contraceptive choice (MoHP Nepal 2012). Long-
acting reversible contraception methods are not widely used among young people in Nepal, and 
awareness of these in the Nepal Adolescents and Youth Survey was also low. Compared to studies 
in rural settings in Nepal, however, knowledge about contraception amongst our urban sample was 
relatively good (Upreti et al., 2009b, Jha et al., 2010, Stone et al., 2003). 
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With respect to knowledge and understanding of sexually transmitted infections, our study 
demonstrated that youth reported gaps both in knowledge, especially relating to common Chlamydia 
the most common STI amongst youth and between knowledge and practice. While the vast majority 
of young men and women were aware of STIs, and many reported awareness and knowledge of 
HIV, Hepatitis B, Syphilis and Gonorrhoea, only eight per cent of them had heard about chlamydia, 
the most common STI in this population (Kaestle et al., 2005). Men had significantly greater 
knowledge of the role of condoms in safe sexual practice than women but were less aware that 
abstinence was an employable strategy. Many symptoms of STIs were unknown by two thirds or 
more of those surveyed. However, the most recognised symptom was a genital sore or ulcer, by 64% 
and significantly more frequently named by men compared to women. Young people’s sex, age, 
education and main source of information were associated with STI knowledge, even after 
adjustment for all socio-demographic variables. 
The focus group discussions on the one hand confirmed a high level of awareness and knowledge of 
STIs in general and some  understanding about the symptoms and complications of STIs. However, 
in both the survey and focus group discussion none of the young people mentioned that it is possible 
to be infected with a STI even if no symptom observed, although this was not asked for directly This 
is critical since most cases of STIs such as chlamydia and gonorrhoea in young women are either 
asymptomatic or only cause mild symptoms (Da Ros and Da Silva Schmitt, 2008). These infections 
can lead to serious long-term consequences, including pelvic inflammatory disease, ectopic 
pregnancy and infertility if not recognised and treated in a timely manner (Miller et al., 2004, 
Weinstock et al., 2004, Dehne and Riedner, 2005, Pavlin et al., 2006). Most of the focus group 
participants understood that unsafe sex and sexual intercourse with multiple partners without using 
condoms, having sex with a STI/HIV infected person, sharing syringes and needles, and being 
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exposed to contaminated blood from an infected person to be the main modes of transmission. The 
focus groups also revealed that young people tend to seek medical help in the latter stages of 
infection once they perceived the condition as serious. This finding is consistent with the health 
belief model which assumes that heath seeking behaviour is determined by the level of perceived 
susceptibility and severity of a health problem. However, their intention to seek treatment is 
compromised by other individual, social and cultural factors as highlighted in the theory of reasoned 
action and theory of planned behaviour (Montano and Kasprzyk, 2008). Such factors include 
gender, marital status, service provider attitudes to youth and government policy. 
Despite reasonable  knowledge about STIs the youth were reticent to seek care and some delayed 
treatment for symptomatic STIs. Further the focus group discussions highlighted the fact that young 
people engage in risky sexual behaviour such as unprotected sex with non-regular partners and 
believe they can assess the safety of this by the overall appearance of the person. The high level of 
general knowledge of HIV seen in our study is likely related to the fact that since the mid1980s, 
extensive awareness campaigns have been conducted worldwide (LaCroix et al., 2014). While in 
developed countries the focus has been on chlamydia screening (Blake et al., 2003, Miller et al., 
2004, Weinstock et al., 2004, Pavlin et al., 2006, Kong et al., 2011), public health messages about 
common STIs have yet to reach the youth of Nepal. 
The limited studies exploring SRH knowledge among young people in Nepal confirm that while 
Nepalese young people are generally aware of HIV, STIs and contraception, many lack in-depth 
understanding and misconceptions flourish (Puri and Cleland, 2006, Mahat and Scoloveno, 2006, 
Upreti et al., 2009b). For instance, while knowledge of HIV/AIDS and its mode of transmission is 
almost universal among Nepalese young people, condom use at the time of first sexual intercourse is 
very low with less than half the young people (49%) who had had sexual intercourse with a 
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commercial sex workers reporting using a condom (Adhikari and Tamang, 2009). Another similar 
finding was noted in a systematic review of Nepalese young people’s knowledge, attitude, and 
behaviour relating to STI/HIV/AIDS that showed in general, knowledge regarding STIs, HIV and 
condom use was high in the six studies included in the analysis (Upreti et al., 2009b). Nevertheless, 
the youth frequently did not perceive themselves to be at risk of STIs and HIV and reported unsafe 
and risky sexual behaviours including low rates of correct and consistent condom use, and multiple 
and non-regular sex partners (Upreti et al., 2009b). Kaestle et al. (2005) examined the relation 
between age at first sexual intercourse and STIs (chlamydial infection, gonorrhoea, and 
trichomoniasis) in a nationally representative large numbers of young people aged 18–26 years and 
concluded that earlier initiation of sexual intercourse is strongly associated with higher odds of STIs 
compared with older age at initiation and that the effect diminished with increasing current age. 
In contrast, studies amongst youth undertaken outside Nepal have demonstrated that higher levels of 
knowledge of SRH do reduce the risk of involvement in risky sexual behaviour (Singh et al., 2005, 
Magnani et al., 2002). A systematic review of published literature from Europe among school-aged 
adolescents aged 13 to 20 years reported low levels of awareness and knowledge of STIs, with the 
exception of HIV/AIDS and concluded that for effective STI prevention, attention should be paid to 
providing sex education including knowledge about infections such as chlamydia, gonorrhoea and 
syphilis (Samkange-Zeeb et al., 2011). All the studies in the systematic review were cross-sectional 
in design, so it is not possible to determine whether knowledge came before or after the behaviour. 
Another study from the United Kingdom suggested that awareness alone is not sufficient to 
encourage safer sex behaviours in young people since young people with high knowledge of STIs 
behaved in just as risky a manner as those with low knowledge (Jones and Haynes, 2006). Similar to 
other studies, findings from the quantitative and qualitative components of our study showed that 
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knowledge is not consistent with practice among young people. An explanation for this difference 
between knowledge and practice may lie in the fact that Nepal, like many South Asian countries, is 
in a period of transition in which traditional cultural and religious values are being challenged by the 
influence of modern western culture. Previous studies have suggested that young Nepalese people 
are, despite religious and cultural expectations, changing their sexual behaviour, norms and 
independence and engaging in premarital sex at an earlier age than did previous generations (MoHP 
Nepal, 2012, Khatiwada et al., 2013, Adhikari and Tamang, 2009). However, as a result of the lag in 
cultural acceptance of these practices, many youth do not feel empowered to seek information and 
services and are exposing themselves to sexual risk including STIs, HIV and unwanted pregnancy. 
Studies have shown that the problems and risks of unprotected sex, unintended pregnancy and STI 
are inextricably linked (Brady, 2003). Given that STI is a major global public health problem 
affecting mostly young people, awareness and knowledge of STIs are crucial among young people 
(Belenko et al., 2009, Samkange-Zeeb et al., 2011, Low et al., 2006). Evidence shows that 
contracting STIs during young adulthood can have significant adverse consequences for sexual and 
reproductive health in the longer term, causing complications such as infertility, pelvic 
inflammatory disease, ectopic pregnancy, pre-term birth, cervical cancer and epididymitis (Kaestle 
et al., 2005, Mullick et al., 2005, Gottlieb et al., 2013, Eng and Butler, 1997). 
In 2002, Nepal legalised abortion. Only half of the youth in our study knew about the legalisation of 
abortion in Nepal, and only a quarter of those understood the legal time limits relating to abortion, 
and fewer still had any knowledge of the other circumstances such as availability for situations of 
rape, incest, danger to the mother’s life or fetal anomaly. After adjustment for all socio-demographic 
factors, young people’s sex, age, marital status, education and occupation were predictors of 
abortion knowledge. Focus group discussions also showed similar awareness and understanding 
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about the legalisation of safe abortion although participants were mostly aware that young people 
could access safe abortion services if needed. Studies in different settings including Nepal 
demonstrate that having adequate knowledge about the availability of safer abortion services and 
abortion legalisation has increased the access to, and utilisation of abortion services among young 
women (Puri et al., 2007, Shaw, 2009, Banerjee et al., 2013, PATH, 2005). 
Youth reported accessing both government and private services but lack of access issues were 
reported by an eight to a tenth of participants.  A sense of shame and fear appear to be the most 
significant barriers to access to SRH care, so although the services exist they are not seen as 
accessible. Similarly, focus group participants reported that young people would only seek 
healthcare when they perceive the need to be serious. 
Previous studies have acknowledged a number of barriers to SRH care which include entrenched 
socio-cultural taboos, limited availability of youth friendly services, lack of confidentiality, fear and 
shame from judgement from society and parents, and health professional's attitudes and behaviours 
(Regmi et al., 2008, Regmi, 2009, Puri et al., 2007). Nepalese girls and women in particular are 
taught to be submissive and to repress their SRH needs and in our study women more frequently 
than men reported that fear of judgement by society and family members was a barrier to service 
access (Regmi et al., 2010a). Feelings of shame were echoed in the focus group discussions, with 
many participants reporting that these feelings led many youth to delay seeking treatment. 
How to overcome these cultural barriers has been addressed in several UN and WHO documents 
and include ensuring data is collected on SRH engagement, recognition from government and 
society that young people are having sex and ensuring that all stakeholders understand the 
importance of sex education and its role in increasing understanding without encouraging sexual 
experimentation. Other strategies include making sex education appropriate, using multimedia and 
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targeting young people where they are. These will only be achieved through including youth, 
parents and religious groups in the discussions (UNESCO, 2008).(WHO, 2010, The Global 
Development Research Center, 2002).  
In our study focus group participants reported that the most common reasons for both satisfaction 
and dissatisfaction for receiving SRH services were related to health professional's attitudes and 
behaviours, the service fees and charges, and the accessibility of services. Young people reported 
that the care they receive which can significantly impact on their willingness to use SRH.  Evidence 
gathered by the WHO to develop guidance on adolescent friendly services reports that the there are 
two key common characteristics that adolescents seek: services that threat them with respect and 
services that ensure protection of their confidentiality (WHO, 2012a, WHO, 2002. ). Addressing this 
requires development of a shared understanding of adolescent health and the need to develop 
services that are lead by national policy and standards of practice(WHO, 2012a). 
Whilst the majority of young people involved in our study had attended school, teachers and schools 
were not named as a common source of SRH information. In agreement with results of other studies 
our study shows that mass media such as radio, television and newspapers are the current sources of 
SRH information and services for many youths and are considered reliable sources (MoHP Nepal, 
2012, Acharya et al., 2009). Quantitative findings reveals that men tend to receive SRH information 
primarily from electronic and print media such as television, radio and newspapers whereas women 
were more likely to receive information from books/magazines/posters and personal sources like 
siblings, parents and other family members.  
Survey and focus group discussion participants expressed slightly different preferences for receiving 
SRH information. Surveyed youth preferred electronic and print media such as television, radio and 
newspapers suggesting that increased use and better targeting of these simple media could reach a 
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wider audience, whereas in the focus group discussion many young people expressed a preference 
for information by friends or peers and health workers because these sources were perceived to be 
the most trusted for confidentially as well as being qualified and authoritative providers of SRH 
information and advice. Surveyed youth did not nominate parents and family members as a common 
source of information, but focus group participants, particularly females, said that these were a 
common as well as preferred source for SRH information. Nepal has a policy on Adolescent Health 
and a component of this involved adolescent focussed SRH program delivered through health post 
staff as well as a radio program which airs four times a week which sometimes covers SRH 
issues(Pradhan and Strachan, 2003), Greater use of multimedia to provide accurate information is 
recommended by a number of organisations to ensure knowledge is acquired from reliable sources 
(UNESCO, 2008).  
The findings of our study were similar to those from studies carried out in India, Myanmar and 
Nigeria among youth, that showed that young men received SRH information mainly from mass 
media and unreliable sources such as friends (Iliyasu et al., 2012, Thin Zaw et al., 2013, Char et al., 
2011). 
Our quantitative study revealed that nearly one-quarter of young people had ever visited a health 
facility or doctor for SRH information or services. Of those who had sought services in the past 12 
months a significant proportion (47%) of them had visited two or more times and the main reasons 
cited for their visits were to get contraception, antenatal care and STI treatment. The study findings 
show that private as well as government health facilities were the main services visited by young 
people. According to the quantitative study the majority of young people infected with STI sought 
treatment from private health facilities, however, for management of safe abortion, antenatal care 
and contraception they visited public sector services. In spite of the perceived cost in seeking private 
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healthcare services, the majority of young people in the focus group discussions reported that they 
preferred to attend the private health facilities because of perceived greater privacy and 
confidentiality, and greater safety and quality of services. Our study, along with other research 
conducted in Nepal revealed that youth have access to information about SRH but they do 
necessarily translate this into uptake of safer sex practices (MoHP Nepal 2012; Khatiwada et al. 
2013). According to other studies of youth in Nepal failure to use condoms can be attributed to a 
range of factors including lack of supplies, partners not willing to use them and perception that they 
are associated with diminished pleasure (Dahal et al., 2005, Puri and Cleland, 2006, Puri, 2002). 
Acharya and colleagues (2010) noted that key barriers to use of sexual health services both in 
developed and developing countries are similarly related to issues of confidentiality, health 
professionals’ attitudes and behaviours and costs. 
Focus group participants suggested several ways to improve SRH services, related to both the 
demand and supply side. With respect to the supply side barriers, most of the participants mentioned 
that confidentiality, privacy, cost, quality of service, service provider’s attitude and behaviour, and 
expertise of service providers needed to be addressed. Similarly in relation to the demand side, 
factors such as awareness raising activities, changing attitudes and behaviours of health 
professionals towards youth and involving youth in policy formulation and implementation were 
cited by the majority of surveyed youth. A review of 32 studies that have examined interventions 
aimed at both generating demand and community support for youth SRH services in low resource 
settings identified a number of key strategies. Increasing uptake of SRH services has been achieved 
through the linking of school education programs to SRH services that are youth friendly.  
Approaches that deliver broader life skills youth programs can impact positively on health service 
engagement as can social marketing(Levitt-Dayal M and RA., 2000, P., 1999, Kesterton and Cabral 
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de Mello, 2010). To overcome barriers that Nepalese young people face with respect to SRH some 
focus group participants also raised issues about making services more sensitive to their needs. 
Globally, young people have been recognised to be one of the most important groups for SRH 
interventions because they are particularly vulnerable to the adverse consequences of early sexual 
behaviour (Dehne and Riedner, 2005, Mullick et al., 2005, Cowan, 2002). The aim of youth SRH 
interventions is thus to both reduce the adverse consequences of sexual behaviour and to improve 
the quality of sexual relationships for young people (Family Planning Victoria, 2013, Cowan, 2002).  
There is a growing recognition among SRH service providers that youth-friendly services are 
essential to optimally meet the needs of youth in terms of uptake and dissemination of SRH 
information and use of services (Shaw, 2009, WHO, 2011, Alli et al., 2013, Sandelowski et al., 
1997). Ambresin and colleagues (2013) in their review of youth-friendly healthcare concluded that 
measures of youth-friendly health care should address universally applicable indicators of youth-
friendly care and may benefit from additional questions that are specific to the local health setting. 
Studies in some developing countries have revealed that although youth-friendly services have been 
found to impact positively on access to services, significant changes to the health-seeking 
behaviours of adolescents require broad community acceptance of the need for such services (Lou et 
al., 2004, Mmari and Magnani, 2003). Braeken and co-workers (2007) argue that the key to 
successful youth friendly services are providers’ attitudes and addressing the factors of consent, 
confidentiality, evolving capacities of young people and youth participation. In addition, evidence 
suggests that for developmental as well as epidemiological reasons, young people need youth-
friendly models of primary care (Tylee et al., 2007, Bearinger et al., 2007).  
It is therefore a priority and a need to ensure that each country, state, and locality has policies in 
place that support and encourage provision of innovative and well-resourced youth-friendly services 
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(Bearinger et al. 2007; Tylee et al. 2007). Braeken and Rondinelli (2012). These services need to 
draw attention to the need for approaches that tackle sexual and gender-based violence, sexual 
diversity, discrimination, relationship issues, and fears and concerns about sex and sexuality. The 
above findings suggest that although youth have heard of contraception, abortion and STIs and 
know the benefits of available contraception, and have some understanding of the consequences of 
STIs this does not necessarily lead to positive health behaviours. It suggests that their health seeking 
behaviours are influenced by a number of individual factors (e.g. age, education, marital status), 
perception of the threat or severity of STIs (as outlined in the health belief model), self-efficacy (age 
and education), sources of information (cues to action) and perceived barriers such as health workers 
behaviours, and fear/shame of judgement that adversely affects their ability to act. 
 Gender Equalities and Power Relationship 9.2.2
Our study revealed that women face extreme discrimination in spheres such as decision-making, 
education and household activities, and their mobility is restricted due to gender-related socialisation 
processes and power relations. These findings are in line with other studies carried out in Nepal that 
have described discriminatory practices and inequalities in gender roles relating to employment, 
reproduction and community involvement, and commented that these activities are very much 
'gendered' and dominated by men (IIDS and UNIFEM, 2004, National Research Council and 
Institute of Medicine, 2005, Nanda et al., 2012, Poudel and Carryer, 2000, UNDP, 2014b). The 
concept of 'gender', as defined as a social expectation about how women and men and boys and girls 
will behave differently from each other and has direct influences on human sexuality and sexual 
behaviour because socio-cultural norms dictate what women and men should or should not do with 
their bodies (Ilkkaracan and Jolly, 2007, Avery and Lazdane, 2008). Therefore, gender has a 
significant impact on the way in which sexuality and sexual behaviours are constructed (Connell et 
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al., 2004). In our study, application of the gender equitable men (GEM) scale to the household 
survey revealed surprisingly that just over half of young people held moderately gender equitable 
attitudes, and that males expressed more gender equitable views than females. Being male and 
having at least a secondary education were the two most important variables influencing attitudes 
towards gender equity. Other important factors included being single, being a current student and 
being financially independent. 
Differences between the sexes in this scale were surprising and one explanation is that the lower 
gender equity scores held by females possibly reflects socially acceptable norms of the whole 
society. The overall culture in Nepal is dominated by a traditional gender paradigm were women are 
subordinate to men (Lamichhane et al., 2011b, Luitel, 2008). This traditional culture is likely to be 
so entrenched that women continue to hold and express these norms and changing them may be 
difficult. The consequence of such norms is evident from the example of violence against women, 
which is quite commonly seen in young married women in Nepal because of the absence of, or very 
scant inter-spousal communication, as well as low autonomy of women that significantly increases 
the odds of experiencing sexual, as well as other forms of violence, in this group (Lamichhane et al. 
2011). However, in our study, the vast majority of young male respondents reported that it was not 
justified for a husband to force a wife into sexual intercourse without her consent and not 
appropriate to beat partners to prove their control over them. In contrast, significantly more men 
than women were likely to hold the strong belief that a women using contraception was a sign of 
(potential) promiscuity. It appears that societal expectations resulted in significantly more surveyed 
women than men perceiving that it is mainly a woman’s responsibility to ensure that contraception 
is used regularly. This suggests that women hold more conservative beliefs than men in regard to 
sexuality and their sexual relationships. The key solution to the ingrained masculine ideology that 
207 
promotes gender-based discrimination and violence lies in education, as this was the most important 
factor in determining moderate or high gender equity in this study, which was also supported by 
focus group and in-depth interview participants. We speculate that as the level of education of an 
individual increases, the influence of traditional norms, beliefs and practices decreases. Previous 
studies have confirmed this association between higher levels of education and support for more 
equitable gender norms (Pulerwitz and Barker, 2008, Nanda et al., 2012). 
Gender inequitable norms have important implications for family planning and prevention of STIs. 
We found that there were significant differences in male and female gender equity norms, and this 
raises the concern that a woman may not perceive that she has the power in a relationship to 
negotiate condom use with her partner.  Gender equity has been shown to positively impact 
reproductive health (Inter-agency Working Group on Reproductive Health in Crises, 2010) and thus 
programs addressing gender inequity in reproductive and sexual health decision making need to be 
implemented. 
Overall we found moderate gender equity attitudes with respect to reproductive and sexual health 
amongst young people. However this gender equity measure does not reflect areas of economic, 
political, educational and health and wellbeing where wide gaps persist as documented in the Global 
Gender Gap Index 2013 which found Nepal to be 121
st
 out of 136
th
 nations worldwide (Hausmann et 
al., 2014). Similarly, gender disparities are evident from the findings of the qualitative study and the 
gender-specific expectations and freedoms they described, shapes young people’s vulnerability to 
risk sexual behaviour, early marriage and childbearing. Findings from both focus groups and in-
depth interviews suggest that almost all young men and women admitted influence from the 
pervasive gender inequalities that exist due to the ingrained traditional masculine dominated 
Nepalese society that has deeply entrenched notions of gender norms and expectations. 
208 
Most of the young people surveyed recognised that women’s participation in decision-making is 
low, that their voices are not heard, and that daughters are often forced to marry earlier than sons 
and in this process forgo their education. This suggests that socialisation patterns are clearly 
gendered, with parents far more concerned about the behaviours of their daughters compared to their 
sons. Similarly, women are considered to be shy and submissive and are defined by their roles in the 
household whereas men are regarded as bold, assertive and decisive and are defined by their jobs. 
These characteristics are typical of a highly masculine dominated society as explained by Hofstede 
(2001). According to Hofstede (2001), highly masculine dominated society social gender roles and 
norms are basically ego-oriented rather than relationship-orientated, family structure is traditional 
rather than flexible, men are valued and women are ignored, and women are supposed to be modest 
and tender, whereas men are supposed to be assertive, tough and focused on material success 
(Hofstede 2001). 
Most of the surveyed young men and women, both in focus groups and in the in-depth interviews, 
reported that young women find it very challenging to negotiate sexual issues and contraception use. 
They reported that it is common practice among young women to have been exposed to various 
forms of coercion into sex from men, to have been offered gifts or money, promised a job and or 
marriage, threatened, blackmailed, and sometimes drugged. Jejeebhoy and Bott (2005) assert that 
coercion of women to engage in unwanted sexual intercourse has typically been assumed to occur 
through threats. As argued by Moore (2006) to the extent that women engage in unwanted sexual 
intercourse because they believe their partner will otherwise abuse or abandon them even if no threat 
is made, they are experiencing sexual coercion. In our in-depth interviews young women reported 
similar perceptions that a man would leave if not provided for sexually, and this was treated by both 
focus groups and in-depth interviews as inherent part of  masculinity and therefore socially 
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legitimate. Compared to women, more men in our qualitative study did relate positive experiences at 
first experience of intercourse and reported that they were able to satisfy their sexual needs. 
Almost all young people both in the focus group discussions and in the in-depth interview perceived 
that men are the influential decision-makers in each and every aspect of SRH life including 
contraception use, number of children as well as when to have sexual intercourse. Young people had 
negative perceptions of women who commence sexual activity before marriage whereas for men the 
practice was acceptable. There was an element of doubles standards the quantitative survey revealed 
that at first sexual experience was not significantly different between men and women, but the age at 
which it was considered appropriate was. Further, compared to men, women were significantly 
likely to participate unwillingly in their first experience of sex. Both men and women recognised 
that the influence of these traditional socio-cultural norms and religious beliefs on the acceptability 
of premarital sex in women would diminish with increasing modernisation and better education. 
The impact of gender and power in sexuality and HIV education has been explored in a number of 
studies. A review of studies that have and have not incorporated gender or power found that those 
that had were five times as likely to be effective as those that did not(Haberland, 2015). Further 
most of the ten studies that addressed gender and power issues were able to demonstrate that their 
intervention reduced unintended pregnancy rates and STIs (Haberland, 2015, Allen et al., 1997, 
Cowan et al., 2010, DiClemente et al., 2004, Kirby et al., 1991, Smith et al., 1997). The 
interventions used in the studies included involving youth in games and role plays that raised gender 
and power issues, skills acquisition and discussions(Thurman et al., 2008, Smith et al., 1997). Thus 
addressing power and gender should be regarded as a key component of effective SRH education as 
it results in improved acccess and outcomes. 
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Other studies in similar settings have found similar perception of women who start sexual activity 
before marriage. In India, as in Nepal, a double standard for females and males prevails. There are 
marked gender differences in the social norms governing their sexual behaviour with young women 
restricted in their freedom to socialise and being discouraged from sex before marriage. However 
young men are granted much greater independence and exploring premarital sexual relationships for 
them is widely accepted (Pachauri S and KG., 2008, Hindin Jaya and MJ., 2009,). The key to 
changing these gender discrepancies around sex lies in school and community education programs. 
The evidence suggests that people develop their sexual attitudes in their youth (Twenge et al., 2015) 
and thus it may take a generation to change ideas about premarital sex. 
 
 Gender Influence on SRH 9.2.3
In our study, 'relationship power' that influences or controls another individual’s action's was 
measured by a scale developed by Pulerwitz and colleagues (2000) based on the 'Theory of Gender 
and Power' (Connell 1987) and the 'Social Exchange Theory' (Emerson 1981). We found that there 
was a significant difference between men and women in their relationship power. In general, men 
were more frequently found to have high sexual relationship power when compared to women, and 
higher decision-making power than women in relationships. Bivariate analysis showed that 
relationship power was significantly correlated with young people’s knowledge about STIs, condom 
use at first sexual intercourse, current use of contraception and level of education. Young people 
with high relationship power were almost five times more likely to report having a higher  
knowledge of STIs than youth with a low level of relationship power, while those reporting a 
medium level of power were almost three times more likely to hold higher knowledge of STIs. This 
indicates that power relationships between partners directly influences access to information. 
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Moreover, the SRPS was significantly associated with condom use at first sexual relationship. Youth 
with a high and medium level of relationship power had greater odds of having used a condom at 
their first sexual relationship compared to youth with a low level of relationship power. After 
adjusting for all the socio-demographic factors a significant association was still found between the 
SRPS and education level. As evident in our findings the role of education is key in ensuring gender 
norms become more equitable. According to UNESCO this requires broader social transformation in 
which gender perspectives are taken into account to inform policies and practices in all levels of 
education(UNESCO, 2015). 
The findings of this study are consistent with the results from previous studies, which have found 
that low relationship power was associated with greater sexual risk behaviour, including unprotected 
sex (Pulerwitz et al., 2000, Pulerwitz et al., 2002, Harvey et al., 2002, Raj et al., 2004, Parrado et al., 
2005, Eaton et al., 2010). The strong correlations between the high relationship power and condom 
use provide compelling evidences that relationship power can play a significant role in safe sex 
decision-making. Eaton et al. (2009) assert that power dynamics continue to be a potent factor in 
sexual relationships when negotiating condom use in intimate relationships. However, negotiating 
condom use is more challenging for women as they are required to ask something of someone else.  
In our study we found, in agreement with the results reported by Pulerwitz et al. (2002), that 
relationship power is based on decision-making and control and decision-making dominance is 
significantly associated with knowledge of STIs and education level. We also found that dominance 
in decision-making was significantly associated with knowledge of STI and level of education. 
As evident from the qualitative findings, despite stringent controls on the mobility and activity of 
unmarried youth, particularly women, opportunities do exist for sexual relationships, sometimes 
with adverse consequences for young people’s health and lives such as early marriage and unwanted 
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pregnancies. Sexual and reproductive decision-making is not carried out in a gender-neutral 
environment and men put pressure on women to engage in sexual relationships with little or no 
negotiation or communication in such relationships. There are several theories as to why men 
sometimes force themselves on women.  One of the main theories by Ellis proposes that the sex and 
domination drives are closely aligned and that all sexual behaviour is motivated by these dual factors 
(Ellis, 1991). Thus where there is a power imbalance in the relatiohsip sexual coercion may be 
considered a righ and women may be concerned about adverse consequences of not complying 
(Jones R and E., 2009). In this study focus group participants spoke of men being in positions of 
power offering women favours for sex such as financial support or employment. Gender awareness 
in SRH is essential because health inequalities result not only from the biological and genetic 
differences between men and women but also from the sexual pressures women experience as welll 
as the social disadvantages many face (Varga, 2003, WHO, 2010). 
It is widely acknowledged that the ways women and men approach the healthcare delivery system 
and the response of the sector to users is also shaped by gender issues (Lauglo, 1999). 
Acknowledging that unequal gender power relations is detrimental to an overall growth and 
development of an individual and society, in 1994 the ICPD agreed on a 20-year programme of 
action to improve SRH and foster reproductive health and reproductive rights. This public health 
program emphasised that the advancement of gender equality and equity and the empowerment of 
women, as well as the elimination of all kinds of violence against women, and ensuring women’s 
ability to control their own fertility, are cornerstones of population and development-related 
programmes (Glasier and Gülmezoglu, 2006, Glasier et al., 2006, Haslegrave, 2013). Equally, 
Millennium Development Goals also broadly encoded sexual and reproductive health and rights 
agenda and called for improvement of maternal health (Yamin and Boulanger, 2013). However, the 
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United Nations report (2008) concluded that 'the limited progress in empowering women and 
achieving gender equality is a pervasive shortcoming that extends beyond the goal itself. Relative 
neglect of, and de facto bias against, women and girls continues to prevail in most countries'. 
An assessment of Nepal’s progress towards achieving MDG 3, promote gender equality and 
women’s empowerment was undertaken in 2014 by UNDP (GoN and UNDP, 2011). The report 
recognised that Nepal was unlikely to meet its targets for either the ratio of girls to boys in tertiary 
education or the ratio of literate women aged 15-24 to literate men of the same age. They 
recommended that Nepal implement a number of multi-sectorial interventions (GoN and UNDP, 
2011). The greatest challenge identified was to ensure women continued to tertiary education which 
would require an enormous investment in financial and human resources. 
This study highlights that gender inequality persists because of social and cultural expectations and 
political acceptance of gendered roles. The government of Nepal is signatory to the the Convention 
on the Elimination of all Forms of Discrimination Against Women (CEDAW) that promises non-
discrimination, gender equity, and social justice and this is mandated in the 1990 Constitution of 
Nepal (Ministry of Law and Justice, 1999). The commitment includes addressing poverty among 
women, increasing access to education and health resources, and establishing support for programs 
to bring women to decision-making levels in all political, constitutional, and administrative units 
(UNFPA, 2007).  Such a human rights-based approach to health is critical if programs that prioritize 
marginalized individuals are to be supported. The WHO conducted a study on human rights–based 
approaches to women’s and children’s health in four nations: Brazil, Italy, Malawi and Nepal 
(Bustreo F and Hunt, 2013). In each nation, constitutional and international rights to health were 
translated into improved health services through laws, policies and programs that embrace principles 
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such as accessibility, participation, quality and accountability; these services, in turn, contributed to 
improved health status of the people.  
 
Changes to these in Nepal require political will and leadership. A recent report by the World policy 
Analysis Center pointed out that in more than 170 countries around the world laws and policies are 
still in place that deny women and girls the same rights and protections enjoyed by their male 
counterparts (Center, 2015). The document highlights that the most important areas to address are 
the prevention of child marriage, making sure girls have equal access to education and enacting laws 
that facilitate gender equality at work and at home. Although child marriage is illegal in Nepal, it is 
not often enforced. Thus not only are changes to the legal framework required but follow through 
with implementation. 
  
 
    
 
 
 Strengths of the Study 9.3
There are several key areas of strengths of this study. The main strength is that employed a mixed 
methods approach that provided an understanding of the SRH and gender issues from both a 
population sample and individual perspective.  
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The quantitative part of the study benefited from a large sample size assuring an adequate power to 
detect statistically significance differences. This enabled analysis of many variables and sub-
analysis of different phenomena as well as comparison between men and women (Charan and 
Biswas, 2013, Suresh and Chandrashekara, 2012, Lu et al., 2013). This is the first study in Nepal 
examining the impact of gendered power relations in access and utilisation of, SRH services among 
urban youth with a large sample size using some standard validated tools adopted from  previous 
studies in other developing countries (Pulerwitz & Barker 2008). 
As highlighted earlier, another strength of the study was the validity and reliability of the study 
process, including the use of  pre-tested study tools and the use of experienced and trained research 
assistants in close collaboration with the CREHPA. A further notable strength is the very high 
response rate. In addition, interviewers were highly trained and were able to gain the confidence of 
the participants. The clusters were selected randomly from the recent 2011 Central Bureau 
Statistical Census Sampling frame. This ensured equal probability of eligible youths being recruited 
from the different areas, and our results may, therefore, be generalised to all urban youth in Nepal. 
The focus group discussions and in-depth interviews provided further insights into the issues identified 
in the survey and allowed for exploration of sensitive and complex topics such as sex, sexual health 
and relationships and how they are shaped by the issues of gender and power within the Nepal’s 
current sociocultural milieu. The focus groups were sampled differently from the in-depth 
interviews. The focus group came from the community whereas the participants who took part in the 
in-depth interviews were purposively sampled from a subset of the qualitative data with high risk 
experiences. From these participants we were able to develop a better understanding of the 
perceived deep-rooted causes of gender discrimination.  Other studies have similarly achieved this 
triangulation of data when exploring gender and SRH (Axinn and Lisa, 2007, Schatz, 2012) and 
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indeed suggest such an approach is vital in this field (Obermeyer, 2005). 
The qualitative study was conducted after fully engaging in the data from the quantitative study. 
This  enabled us to select participants from the survey who could provide a range of views for the 
in-depth interviews about their experiences sexual abuse, sexual harassment and multiple partners. 
Moreover, qualitative data collection in combination with the survey data intensified our 
understanding of the role of gender issues (Mitchell et al., 2007). 
The study included both men’s and women’s responses from focus group discussions. Men’s views 
have assisted in the understanding of gendered power relations from the male perspective and 
assisted us to better understand views on equity, violence and sexual risk. 
The final strength is that the  findings from the GEM and SRP scales supports Connell’s Theory of 
Gender and Power and Blanc’s organisational framework of power in sexual relationships and SRH 
(Pulterwiz & Barker 2008). These theories assert that any given cultural setting assigns various roles 
and responsibilities that are considered appropriate behaviours for men and women. Such gender 
norms are passed on to boys and young men by their families, peer groups, and social institutions 
and are interpreted and internalised by individual men that reconstruct  these norms to give their 
own subjective meaning to the gender norms around them, and as members of society, these 
individuals also influence the broader norms (Blanc 2001). Therefore, these conceptual frameworks 
highlight certain type of masculinity promoted in specific cultural settings that can vary according to 
how much they adhere to these norms as well as how the norms evolve over time as individuals and 
groups reconstruct them.  
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 Limitations of the study 9.4
Certain limitations of this study should be highlighted. One of the notable limitations of this study 
was its quantitative study design based on cluster sampling which is considered the least 
representative of the population out of all the types of probability samples. Cluster sampling could 
have resulted in either an overrepresented or underrepresented cluster in terms of certain 
characteristics (Milligan et al., 2004). This may skew the results of a study and may lead to a 
high sampling error. However, despite having such intrinsic limitations, cluster sampling allows the 
use of statistical methods to draw inferences regarding entire populations when data gathering on 
what would otherwise be an impossible sample size. 
There could also be a possibility of interviewer bias, although the chance of such an effect was 
minimised by provision of a structured questionnaire for the quantitative study, as well as training 
before the commencement of the study. The disadvantage of using a standardised questionnaire is 
that there are limited opportunities for capturing understanding of social context and meaning of 
sensitive issues, such as sexual behaviour and practices (Obermeyer, 2005, Wellings et al., 2006, 
Pool et al., 2010), however any effect of this would be overcome, or at least diminished by the 
inclusion of the qualitative data. 
Additionally, survey data, such as we collected, are limited by reliance on self-reporting and the 
possibility ofrecall biased for past events such sexual practices and experience (Weinhardt et al., 
1998, Obermeyer, 2005, Wellings et al., 2006, O'Donnell et al., 2008, Jehn and Jonsen, 2010).  The 
data collected in the present study were based solely on the recall and as such may be subject to bias 
related to the time elapsed between the practice, sex education and the point at which participants 
are being asked about their experience. 
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One of the other potential limitations of this study is social desirability bias with young women 
potentially being less willing to disclose premarital and unprotected sexual relations. Another 
limitation is the use of cross-sectional data, which makes it difficult to establish causality. 
In spite of the validity and reliability of large-scale surveys, 
the strength of surveys ... is also their weakness: Precisely because they are, at least in principle, 
collected in exactly the same way in all settings, the data they yield are limited when the goal of the 
research is to provide explanations for observed associations, differences between groups, or trends over 
time (Obermeyer 2005). 
Whilst acknowledging these limitations of surveys, qualitative research is a key tool for 
understanding the ways gender is enacted in the survey setting, for identifying concepts and for 
differentiating between dimensions of women’s status, empowerment and autonomy. 
This study was limited to youth living in urban areas of the Kathmandu valley, and therefore 
precludes generalisation to all youth aged 15 to 24 years in Nepal. Urban youths may differ in their 
knowledge, experience and practices related to access and use of, SRH services and how gender 
power relations impact on them compared to rural young people. The interviews were conducted 
face-to-face and covered sensitive and personal information that may have limited honest disclosure. 
Participants may have given “socially” correct answers to some questions that might not reflect their 
actual understanding or experience. However, the study team made a concerted effort to provide a 
private environment to encourage participants to discuss the issues openly and with honesty. 
Although we assessed differences in attitudes between women and men, the GEM scale does not 
address all areas of sexual relationships and practices nor of reproductive health outcomes.  There 
may have been some form of confounding in the measure of gendered equity. However, we 
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attempted to eliminate this by adjusting for all demographic factors in the regression analysis, so the 
effect of confounding factors was reduced. 
Sensitive and socially undervalued behaviours may have been under-reported in the face-to-face 
interviews despite the researchers’ efforts to maximise disclosure by using culturally appropriate 
wording of questions and age and sex-matched interviewers (Jewkes et al., 2006). Under-reporting 
of sensitive behaviours would influence the results, but it is impossible to know if such under-
reporting was differential and, therefore, impossible to guess the impact on the study's findings. 
Some focus group participants may have felt social pressure to express what they perceived to be 
culturally acceptable answers. However the focus groups were more likely to honestly describe the 
impact of gender and the low status of women has on the health and wellbeing compared to the data 
collected in the quantitative survey. 
In the qualitative section of the study the employment of purposive sampling meant that our sample 
could not represent the young Nepalese people overall. Further the findings completely rely on 
participants’ one-time responses, but which may not have truly or completely reflect reality. 
Although group discussion techniques are useful for examining how ideas are perceived and 
debated, the group atmosphere can also act to restrain participants from revealing their personal 
viewpoints if they were contra to dominant perceptions. In spite of our attempts to provide an 
account of the frequency of specific dimensions, these numbers do not imply dimensions’ 
significance or magnitude in explaining gendered power relations. Finally, given the focus group 
discussion research methodology, causal associations between gendered power relations and 
women’s SRH issues can not be inferred. 
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 Reflection of the Theoretical Approaches Underpinning 9.5
Globally, numerous studies have highlighted the need to understand sexual and reproductive 
behaviour in the context of the social construction of gender and sexuality, applying available 
theories and models to explain how behaviour change occurs and to implement theory-based 
interventions in order to promote evidence-based practices (Sutton et al., 1999, Green, 2000, 
Fishbein, 2000, Wingood and DiClemente, 2000, Aarø et al., 2006, Lopez et al., 2009). Our study, 
along with others, found that sexual and reproductive behaviour is shaped by the wider social, 
political, economic and historical setting (WHO 2010). In an effort to understand the diverse 
individual, familial, social and cultural factors that influence an individual’s sexual and reproductive 
health behaviour and practice, various theoretical approaches such as the 'Health Belief Model' 
(Rosenstock, 1991), the 'Theory of Reasoned Action' (Fishbein and Ajzen, 1975), the 'Theory of 
Planned Behaviour' (Ajzen, 1991), Connell’s 'Theory of Gender and Power' (1987) and Blanc’s 
'Framework of Power Relationship in Sexual and Reproductive Health' (2001) have been employed.   
Those theories that are most useful are the ones that recognise the role that social networks and 
culture play in access to health care such as the theory of planned behavior and Blanc’s theory that 
also includes access to SRH services. In relation to our study gender and cultural influences were 
noted in both the quantitative study with women more likely to cite fear of society as a major barrier 
to seeking SRH and in the qualitative interviews that highlighted consistently that the society judges 
men and women differently with regards to sex before marriage. The advantage of health behavior 
theories is that they assist policy makers and planners with a more in-depth understanding of the 
factors that may impact on health care utilization beyond simply providing the services.  
These along with other studies have demonstrated that for women worldwide power inequality 
within sexual relationships is linked to poor reproductive and sexual health outcomes.  In the context 
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of heterosexual relationships where there is low relationship power, there is greater chance of high-
risk sexual behavior and violence (Campbelletal., 2009; Pulerwitz, Gortmaker, & DeJong,2000). 
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 Chapter 10
Conclusion 
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 Introduction 10.1
This study sheds significant new light on how gender power relations influence sexual and 
reproductive health and the use of SRH services among Nepalese youths. The quantitative findings 
of study were supported by the respondents’ descriptions of how much socio-cultural norms and 
gender power relations affect SRH practices. In our study most young people expressed some degree 
of gender inequitable views. These gender inequities increase vulnerability to ill-health by 
promoting high-risk behaviours, limiting open communication between partners, and decreasing 
access to health services and information. The study used validated tools to measure gender power 
relations in sexuality, sexual relationships, and sexual and reproductive health which, to the best of 
our knowledge, have not been used before among a large sample of Nepalese youth. We were able 
to report that based on gender power imbalance women in Nepal face huge restrictions of their 
freedom of expression in their sexual relationships including, sexual violence, lack of ability to 
negotiate safe sex, lack of access to, and use of, SRH services and information. 
Thus our study adds to the existing literature, providing new knowledge about how gender power 
relations are associated with sexual and reproductive health in Nepalese youth. We also found that 
while youth is a time of great vulnerability, some young people- consistently those who are 
educated- are more able to make good decisions around their sexual and reproductive health and are 
better able to  negotiate and avoiding risky sexual behaviour. 
Socio-culturally entrenched high levels of gender inequality and low levels of sexual power in 
relationships clearly lend support to the notion that gender inequality must be addressed in 
integrating gender issues and approaches into health programs. Provision of knowledge through 
campaigns for gender equity targeting parents, youth and health professionals engaged in providing 
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SRH services could help educate and empower young women and men and address the factors 
hindering the attainment of sexual and reproductive health goals. 
 Recommendations and Policy Implications of the Study 10.2
The findings from our study give rise to several recommendations for further actions. 
 Short-term Recommendations 10.2.1
I. Improve Quality of SRH services and Gender Equality 
1. Evidence-based SRH interventions should be implemented in order to improve the needs of 
young people who are in dire need of youth friendly services to hear their issues without 
prejudice and without any discrimination based on age, sex, socio-economic status or place 
of residence. Young people expressed a preference for healthcare services from skilful and 
knowledgeable, friendly, experienced younger doctors or health professionals who will 
assure privacy and confidentially. Development of such services will require extensive 
training of current service providers. Young people should always be made aware of the 
confidentiality policies for the service they are attending, including the circumstances in 
which confidentiality may need to be breached. 
2. It is imperative that youth friendly cost-effective services be established to enable young 
people to feel comfortable addressing their SRH needs in a timely manner. 
3. The health department should consider the introduction of a STI screening program for 
young people, accompanied by public health messages about common STIs with the 
potential to reduce the consequences of undiagnosed and untreated disease such as infertility, 
adverse pregnancy outcomes, pelvic inflammatory diseases and cervical cancer. 
4. Provision of information should be through increasing access to the formats most requested 
by youth including electronic resources and printed information. 
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II. Increase Knowledge /Awareness 
1. The government and other stakeholders such as non-government organisations working in 
SRH and gender issues should expand comprehensive SRH and gender-transformative 
education and awareness raising activities. They should target the promotion of safe sex 
practices and gender equality; the prevention of unintended pregnancies, risky sexual 
behaviour, STIs/HIV and gender-based discrimination, and encourage youth to seek 
available services in a timely manner. 
III. Availability of Contraception 
1. Young people should be informed about all methods of contraception, highlighting the 
benefits of long-acting reversible contraception and the role of emergency contraception as a 
back-up. Ideally they should be encouraged to use a method that reliably prevents pregnancy 
such as a LARC method along with condoms to prevent STIs.  Remaining abstinent before 
marriage is considered an option for some young people, however, for many young people 
driven by curiosity and sexual feelings sexual relationships begin in the teenage years. 
Therefore, information and provision of contraception should be made available for young 
unmarried men and women. 
2. The correct and consistent use of condoms should be advised to reduce the risk of 
transmission of sexually transmitted infections by expanding access to printed and electronic 
materials that are targeted at youth 
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 Long-term Recommendations 10.2.2
I. Education and Awareness for Behavioural Transformation 
1. Implement evidence-based behaviour change educational and awareness raising programs that 
are multi-sectoral and integrate gender-transformative programs for men and boys, recognising 
that the program needs of young people differ according to their sexual experience and other 
key characteristics such as age, sex, education, sexual preference, and place of residence. 
Initiate with what young people want, and with what they are doing already to obtain sexual and 
reproductive health information and services.  
2. Include in education and training the building of skills such as how to access information and 
services, decision-making skills around sex and sexual practices and how to avoid sexual 
coercion.  Engage parents and adults in creating a safer and more supportive environment in 
which young people can develop and learn to manage their SRH lives 
3. Work with local women’s rights groups to provide community-based education on how cultural 
and gender norms impact adversely on SRH health and how to address them. 
II. Health Service Provision 
1. Use a greater variety of settings and service providers, both private and public, clinical and 
nonclinical, formal and non-formal to provide sexual and reproductive health information 
and services. 
2. Build upon link existing programs and services in new and flexible ways so that they reach 
many more young people. 
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III. Policy 
1. Young people should be involved in the formulation of policy, planning, implementation and 
monitoring of interventions in order to better address their needs and to ensure that they are able 
to demand effective change to the context in which services are delivered. 
2. Incorporate and implement evidence-based, comprehensive sex education 
education programs from grade 3 curriculum (aimed at children from age 9 to 15), preferably by 
those proven to be effective with similar populations or those incorporating as many of the 
effective curriculum characteristics. This education should cover issues about gender based 
discriminatory practices and promote a culture of fairness.. 
3. The government should adopt a framework hinged on the legal, institutional and policy 
framework and employ approaches of equal treatment, positive action, and gender 
mainstreaming to foster a more positive policy environment for gender-based equity in SRH and 
rights. 
4. Take a gendered view of SRH and promote gender equity and equality within three critical 
structures, namely sexual division of labour, the sexual division of power, and cathexis. 
5. Address gender relations as a determinant in health interventions in order to promote gender-
based equity in SRH. 
IV. Research 
1. The association between religion and use of modern contraception needs further exploration. 
2. Investigation of the associations between gender relations and young women’s sexual and 
reproductive health outcomes. 
3. An exploration of the influence of gender norms on young married youth sexual 
relationships and reproductive dynamics.   A longitudinal study may help to elucidate the 
228 
long-term psychosocial, economic, and health impact of young people on parents and 
children. 
4. A trial of SRH education aimed at school-aged children. 
 Next Step: Dissemination and Advocacy Work 10.3
It is essential that the research findings are disseminated to relevant stakeholders to increase 
awareness among the general public to help influence policy and interventions. To this end, the chief 
investigator has developed a plan for dissemination the implementation of which is underway. Some 
of the findings of the study have been discussed at postgraduate level symposium at the University 
of Sydney. A list of submitted manuscripts and presentation are included in Appendix B. Three 
manuscripts have been submitted to international journals which are under review. In addition, some 
further manuscripts will be written from this thesis. The results will also be presented in a variety of 
avenues such as workshops and conferences both nationally and internationally. A press conference 
will be organised and broadcast on national television, radio and news agencies as part of the 
dissemination plan once the chief investigator returns to her native Nepal. 
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Appendix A 
 
This Appendix A consists of ethical approval letters and supplementary documents for field work of 
both quantitative and qualitative studies conducted in Nepal. The following documents are present 
in this appendix. 
1. Ethics clearance from the Human Research Ethics Committee (HREC), The University of 
Sydney, Australia.  
2. Ethical Approval from the National Health Research Council, Nepal.  
3. Safety protocol for field work. 
4. Participant, Parent and Guardian information statement in English. 
5. Participant, Parent and Guardian consent form in English. 
6. Questionnaire Survey 
7. Interview Guide-Focus Group Dicussion 
8. Interview Guide-In-depth Interview 
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Appendix B 
 
This Appendix B consists of documentations related to the submission of the manuscripts in the 
related journals and oral presentation. This includes written statements of a work indicating to the 
contribution of the candidate as evidence of the work for which the candidate is responsible in 
disseminating the findings of the study.  
 
 
